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Abstract 
Anxiety disorders are common, and effective treatments exist; however, 
many people with anxiety disorders do not access these treatments. The current study 
aimed to examine treatment barriers specific to anxiety disorders, to examine how 
demographic variables influence treatment barriers for anxiety disorders in an 
Australian population, and to examine the utility of the Health Belief Model (HBM) 
in predicting help-seeking behaviour in relation to anxiety disorders. A convenience 
sample of 243 first year psychology students and other interested individuals aged 
over 18 completed online questionnaires examining predictors of help-seeking 
behaviour. An independent samples t-test revealed that 18-25 year olds experience 
significantly more treatment barriers than those over 25. In addition, a standard 
multiple regression analysis determined that 51% of the variance in help-seeking 
intention can be accounted for by the HBM, with gender and perceived treatment 
benefits making significant contributions to the model. Results demonstrate that age 
may be an important variable to consider when designing health promotion 
campaigns to reduce barriers for people with anxiety disorders. Furthermore, it was 
evident that HBM factors can predict help-seeking behaviour for anxiety disorders, 
and that increasing perceived benefits of treatment may be an effective strategy for 
increasing appropriate help-seeking. 
 Keywords: anxiety disorders, Australian healthcare, barriers to treatment, 
Health Belief Model, health promotion, help-seeking, mental health services. 
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Why do people seek help? An evaluation of treatment barriers and help-seeking in 
anxiety disorders.  
Anxiety disorders are characterised by feelings of tension, distress, or 
nervousness and often result in significant avoidance behaviours (American 
Psychiatric Association, 2013). Anxiety disorders are common, and although 
effective treatments exist, many people with anxiety disorders do not access these 
treatments (Australian Bureau of Statistics [ABS], 2007). Research has found that 
there are significant barriers that impede an individual’s ability to seek treatment for 
mental health conditions, and the Health Belief Model (HBM) proposes that 
engaging in proactive health-related behaviours is dependent on the threat of the 
health problem and the expectations attached to treatment. Accordingly, the aim of 
the current study is to examine treatment barriers that are specific to anxiety 
disorders, to examine how demographic variables influence treatment barriers, and to 
examine the utility of components of the HBM in predicting help-seeking behaviour. 
Mental Health in Australia 
Results from the 2007 National Survey of Mental Health and Wellbeing 
(NSMHWB) indicate that almost half (45.50%) of all Australians aged between 16-
85 will be affected by mental illness in their lifetime, and one in five (20.00%) will 
have experienced a mental disorder in the preceding 12 months (ABS, 2007). 
Anxiety disorders are characterised by elevated physiological arousal, over-
estimation of threat and danger, and behavioural avoidance (American Psychiatric 
Association, 2013). There are currently seven anxiety disorders listed in the most 
recent version of the Diagnostic and Statistical Manual of Mental Disorders (DSM) – 
Fifth Edition (DSM-5): agoraphobia, generalised anxiety disorder (GAD), panic 
disorder, selective mutism, separation anxiety disorder, social anxiety disorder 
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(social phobia), and specific phobia (American Psychiatric Association, 2013). 
Anxiety disorders are common in Australia, with a lifetime prevalence rate of 
26.30% and a 12-month prevalence rate of 14.40% (ABS, 2007). Across all of the 
anxiety disorders, females demonstrate a higher 12-month prevalence rate than males 
(ABS, 2007). 
Burden of Anxiety Disorders  
Mental disorders are the leading cause of non-fatal disability in Australia, and 
13.30% of the total burden of disease and injury in 2003 could be attributed to 
mental disorders (Doran, 2013). Anxiety disorders account for greater functional 
impairment than any other group of mental disorders affecting Australians 
(Thompson, Issakidis, & Hunt, 2008) and result in significant personal and societal 
costs, which are outlined below.  
Personal costs. Anxiety disorders are associated with a substantial reduction 
in quality of life, with those who remain undiagnosed experiencing the greatest 
impairment (Tolin, Gilliam, & Dufresne, 2010). Individuals with anxiety disorders 
often demonstrate impairment in domains including physical health and mental 
health, as well as work, social, and family functioning (Tolin et al., 2010). For 
example, impaired relationships, financial issues, low subjective well-being, and high 
rates of disability have been documented as problems specific to anxiety disorders 
(Tolin et al., 2010). Furthermore, individuals with anxiety disorders are more likely, 
than those without, to live below the poverty line (Tolin et al., 2010). This is thought 
to be explained by the bidirectional relationship between socioeconomic status 
predicting a higher risk of anxiety disorders, and reduced income due to psychiatric 
work impairment (Tolin et al., 2010).  
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Societal costs. Anxiety disorders are among the most costly of mental 
disorders (Tolin et al., 2010). While the costs of anxiety disorders have not been 
measured in Australia, the overall economic burden of anxiety disorders in the 
United States (including direct and indirect costs) was estimated to be between 
US$67 and US$74 billion in 2007 (Tolin et al., 2010). Major contributors to the 
overall cost were identified as direct costs of non-psychiatric treatment 
(approximately US$36.5 billion), such as admission to the emergency department or 
doctor visits, and indirect costs (approximately US$6.5 billion) associated with loss 
of productivity at work (Greenberg et al., 1999). Costs attributable to mental 
disorders include those associated with absenteeism, underperformance at work due 
to symptoms, and staff turnover (Harvey et al., 2012). Mental disorders are the 
leading cause of absences and long-term work incapacity, with the majority 
accounted for by depression and anxiety (Harvey et al., 2012). Anxiety disorders in 
particular are associated with an average of two workdays per month affected by 
psychiatric impairment (Tolin et al., 2010).  
Treatment for Anxiety Disorders 
 Effective treatments for anxiety disorders include pharmacological and 
psychological approaches. The efficacy of each of these approaches is outlined 
below.  
Pharmacological. Selective serotonin reuptake inhibitors (SSRIs) and 
serotonin-noradrenaline reuptake inhibitors (SNRIs) have been found to be 
efficacious across all anxiety disorders in short- and long-term treatment (Baldwin et 
al., 2005). As such, they are considered to be a first-line pharmacological treatment 
(Baldwin et al., 2014). Other pharmacological treatments, such as benzodiazepines, 
tricyclic antidepressants (TCAs) and monoamine oxidase inhibitors (MAOIs), are 
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reserved for those who are non-responsive to SSRIs or SNRIs due to problematic 
side effect profiles (Baldwin et al., 2014). Pinquart and Duberstein (2007) compared 
effect sizes between different medication classes and found that all are associated 
with large effect sizes (SSRIs, d = 1.68; benzodiazepines, d = 1.76; and TCAs, d = 
1.14). While pharmacological interventions appear effective, the main disadvantage 
of this form of treatment is that it is typically long-term. Unfortunately when clients 
cease pharmacological treatment, their anxiety symptoms often return or in some 
cases may cause withdrawal symptoms (Baldwin et al., 2014).  
Psychological. Psychological treatment is often the preferential approach to 
treating anxiety disorders, as it is short-term and thus, cost-effective (Baldwin et al., 
2014). Psychotherapies comprising cognitive and/or behavioural approaches have 
been recognised as effective procedures for treating anxiety disorders (Deacon & 
Abramowitz, 2004). Cognitive and behavioural approaches are derived from 
empirically-based theoretical models of anxiety and involve identifying and 
correcting maladaptive thinking styles and behaviours that maintain anxiety (Deacon 
& Abramowitz, 2004). Cognitive-behavioural therapy (CBT) has been demonstrated 
to produce large effect sizes in uncontrolled pretest-posttest studies (g = 0.83-2.59) 
and in control group comparison studies (g = 0.73-1.29) (Hofmann & Smits, 2008; 
Stewart & Chambless, 2009). For this reason, CBT interventions are recommended 
as first-line interventions for all of the anxiety disorders in relevant clinical 
guidelines of the Australian Psychological Society and the National Institute for 
Health and Care Excellence (e.g., Australian Psychological Society, 2010; National 
Institute for Health and Care Excellence, 2014).  
Barriers to Accessing Care 
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Despite the high prevalence rate, only one in four individuals with an anxiety 
disorder receives treatment from a mental health professional (Tolin et al., 2010). 
Additionally, despite the availability of efficacious treatment, several studies (e.g. 
Czyz, Horwitz, Eisenberg, Kramaer, & King, 2013; Gentle, Harris, & Jones, 2014; 
Givens & Tija, 2002; Gulliver, Griffiths, & Christensen, 2010; Marques et al., 2010; 
Olfson et al., 2000; Spence et al., 2011) demonstrate that there are multiple barriers 
to accessing treatment for mental health conditions. To date, the bulk of these studies 
have been conducted overseas. This is problematic because Australia has a unique 
health care system allowing Medicare funded psychological sessions, which arguably 
could reduce many of the barriers that are reported in overseas studies. The research 
on barriers to treatment, as they relate specifically to help-seeking for psychological 
treatments, is described below.   
International. A systematic review by Gulliver et al. (2010) identified 
stigma, confidentiality and trust, lack of accessibility, preference for self-reliance, 
difficulty identifying symptoms, and knowledge about services as prominent 
treatment barriers in young adults with anxiety and depression. In addition, Czyz et 
al. (2013) found that in American students at risk of suicide, a perception that the 
problem was transient or minor was the most commonly reported barrier to help-
seeking (66.20%). Givens and Tija (2002) found that the most frequently cited 
barrier to help-seeking in a sample of depressed students was lack of time (58.00%) 
followed by perceived lack of confidentiality (37.00%). In a sample of individuals 
with obsessive-compulsive disorder (OCD), the primary barriers were: shame about 
needing help (58.20%), concerns about cost of treatment (57.10%), and concerns that 
treatment will be ineffective (48.90%) (Marques et al., 2010). Finally, Olfson et al. 
(2000) determined that the most commonly reported barrier amongst Americans with 
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social phobia was uncertainty about where to seek help (39.00%), followed by 
barriers pertaining to affordability (24.50%), and fear of judgement (19.70%).  
Australia. In an Australian context, Gentle et al. (2014) found that OCD 
sufferers identified a desire to handle one’s own problems as the most commonly 
reported barrier to seeking help (43.10%). Embarrassment about seeking help 
(37.20%) and difficulty finding motivation to seek help (30.20%) were the next most 
commonly reported barriers (Gentle et al., 2014). Additionally, Spence et al. (2011) 
determined that affordability (43.00%) was the most commonly reported barrier to 
help-seeking for posttraumatic stress disorder (PTSD); this was followed by negative 
previous experiences with treatment (30.00%).  
There is literature to suggest that demographic factors may also influence 
barriers to seeking professional mental health services (Jackson et al., 2007; Parslow 
& Jorm, 2000). For example, service use for mental health problems was lowest 
within the 16-24 age group (13.20%; ABS, 2007). This is problematic because this 
age group has a relatively high 12-month prevalence of mental disorders (22.80%; 
ABS, 2007). It has also been shown that service use for mental health problems is 
higher among females (40.70%) than males (27.50%; ABS, 2007). On a related note, 
a meta-analysis by Galdas, Cheater, and Marshall (2005) determined that there is an 
increasing amount of literature in the United States and the United Kingdom to 
suggest that females are more likely than males to seek help for mental illness. 
Additionally, those with higher education were significantly more likely to use 
services for mental health problems compared to those with low levels of education, 
with 56% of those who seek help having undertaken or completed a tertiary level 
qualification (Parslow & Jorm, 2000). Finally, Caldwell, Jorm, and Dear (2004) 
determined that service use was less common in non-metropolitan areas (males = 
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6.70%; females = 12.40%) than metropolitan areas (males = 8.50%; females = 
14.10%).  
In summary, anxiety disorders are prevalent in the general population and 
costly for the individual and community. It is clear that many people with anxiety 
disorders do not access evidence-based treatments as there are significant barriers to 
seeking help. National and international literature indicates that these include logistic 
and financial barriers; barriers relating to stigma, shame, and discrimination; and 
barriers relating to treatment perception and satisfaction. There is now also consistent 
evidence that demographic factors may be related to treatment barriers; in particular 
those who are younger, male, have lower education level, and live in non-
metropolitan areas are the least likely to access treatment.  
Health Belief Model 
The Health Belief Model (HBM; Rosenstock, 1966) aims to explain and 
predict proactive health-related behaviours. The theory suggests that individuals are 
likely to engage in health-promoting behaviour depending on the extent to which the 
individual perceives that they are susceptible to the illness, that the illness is severe, 
and that there are many benefits and few barriers to taking action against the illness 
(Rosenstock, 1966). According to the model, these factors are influenced by 
demographic variables and external influences that initiate behaviour change (cues to 
action such as information, reminders, experience, persuasive communication etc.). 
The original model was later modified to incorporate self-efficacy (Rosenstock, 
Strecher, and Becker, 1988) in order to account for beliefs about one’s own capacity 
to influence designated outcomes.  
There is much evidence to suggest that the HBM can accurately predict 
behaviours pertaining to physical health (Carpenter, 2010). For example, researchers 
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have found that the HBM can be used to predict behaviour related to weight 
management (Daddario, 2007), blood pressure control (Ardebili, Fathi, Moradi, 
Mahmoudi, & Mahery, 2014), contraceptive behaviour (Hall, 2012), and breast 
cancer screening (Yarbrough & Braden, 2001). However, the model is not limited to 
physical health conditions (O’Connor, Martin, Weeks, & Ong, 2014), and Henshaw 
and Freedman-Doan (2009) proposed that an amended HBM (Figure 1) may predict 
help-seeking behaviours for mental health conditions.  
The Henshaw and Freedman-Doan (2009) model suggests that the HBM as it 
pertains to mental health conditions comprises four demographic variables 
(education, age, sex, and ethnicity). The researchers hypothesised that three 
important variables impact on treatment utilisation behaviours: 1) threat 
(susceptibility to the condition and severity of the condition); 2) expectations 
(benefits of treatments, barriers to treatment, and self-efficacy); and 3) cues to action 
(anything that serves to make the threat of an illness salient). Henshaw and 
Freedman-Doan (2009) proposed that, in order to increase mental health care 
utilisation, efforts should be focussed on: 1) increasing the clients’ understanding of 
the perceived severity and susceptibility; 2) decrease common barriers to treatment; 
and 3) increasing perceived benefits of treatment. 
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Figure 1. Conceptualising mental health care utilisation using the Health Belief 
Model (adapted from the Health Belief Model proposed by Rosenstock et al., 1990; 
as cited in Henshaw & Freedman-Doan, 2009). 
Currently, the HBM has only been examined in relation to mental health in 
one study to date. In this study, O’Connor et al. (2014) aimed to identify predictors 
and moderators of mental health help-seeking behaviour within a sample of 
adolescents using a cross sectional design. Study predictors included health beliefs 
(e.g., severity, susceptibility, benefits, barriers, and health motivation) as well as 
psychosocial factors (e.g., extraversion, self-efficacy, social support, and health 
knowledge). Treatment benefits, barriers, extraversion, and social support were 
found to significantly contribute to the model. Furthermore, moderated hierarchical 
multiple regression revealed perceived treatment benefits were more important than 
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barriers. Treatment benefits also significantly moderated the relationship between 
susceptibility and help-seeking. However, the study was limited by the use of a 
specific participant group (i.e. adolescents), and the use of a general description of 
mental health rather than a focus on one specific disorder cluster. Additionally, the 
study employed the Health Beliefs about Mental Illness (HBMI) instrument 
(Saleeby, 2000), which requires further qualitative and quantitative psychometric 
evaluation before it can be reliably used to measure perceived susceptibility, severity, 
perceived benefits, perceived barriers, and general health motivation. 
 Specific dimensions of the HBM have also been researched, particularly 
those pertaining to benefits and barriers, and several studies have found that beliefs 
about barriers and benefits of treatment can predict help-seeking for mental health 
conditions. For example, a study by Wilson, Rickwood, Ciarrochi, and Deane (2002) 
found that higher reported barriers were associated with lower intentions to seek 
professional help for high school students with suicidal and personal-emotional 
problems. Additionally, a study by Gonzalez, Williams, Noel, and Lee (2005) found 
that treatment adherence in a sample of depressed veterans was greater for those who 
perceived greater treatment benefits. As such, there are early indications that aspects 
of the HBM may predict help-seeking in a mental health setting.  
Modified Health Belief Model 
While the HBM demonstrates potential in the understanding of help-seeking 
for mental health conditions, it is not without limitations. Smith (2009) highlighted 
that there is no consideration of the influence of affect and other emotional processes 
on help-seeking. Additionally, a review by Ogden (2003) found that variance 
explained by HBM factors was variable from 1% to 65% across different health 
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behaviours. It has also been suggested that the HBM may be limited in terms of 
predictive ability beyond initiating treatment (Henshaw & Freedman-Doan, 2009).  
The model proposed by Henshaw and Freedman-Doan (2009) hypothesises 
that demographic factors impact the other HBM factors (i.e. threat factors and 
expectation factors) which in turn predict help-seeking. However, there is currently 
no literature to suggest this is true; demographic variables may be as important as 
perceived threat and expectations in predicting help-seeking behaviour. Additionally, 
the ‘cues to action’ variable is frequently neglected in HBM research (Henshaw & 
Freedman-Doan, 2009), and is currently poorly defined and difficult to measure. As a 
result, there are few current reliable and valid measures that determine what cues to 
action exist (general and/or specific) and their efficacy in influencing health 
behaviours.  
Evidence to date also clearly demonstrates that beliefs about whether or not 
taking action will remove a threat (response efficacy) is an important predictor 
within other health behaviour models such as the Self-Regulation Model (Leventhal, 
Nerenz, & Steele, 1984) and the Theory of Planned Behaviour (Ajzen, 1991). Both 
models are similar to the HBM and have demonstrated utility in predicting various 
health behaviours respectively (Armitage & Conner, 2001; Lau & Hartman, 1983).  
Based on these issues with the HBM, the current study proposes a modified 
HBM, which incorporates the Henshaw and Freedman-Doan (2009) model and 
current research on the HBM with evidence on the role of response efficacy as an 
attitudinal predictor of engaging in health behaviours (Becker, 1974; Rosenstock, 
1974). The model is outlined in Figure 2.  
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Figure 2. An evaluation of treatment barriers and help-seeking in anxiety disorders 
using the Health Belief Model (adapted from the model proposed by Rosenstock et 
al., 1990 and Henshaw & Freedman-Doan, 2009). 
Gaps in the Literature 
Given the prevalence of anxiety disorders and the small number of 
individuals who access psychological treatment, an investigation into treatment 
barriers and the use of mental health services in relation to anxiety disorders in 
particular is of considerable importance to public health. Additionally, existing 
research exploring barriers to help-seeking in a mental health setting has not 
addressed the various potentially applicable theoretical frameworks. Given that this 
is so, there is little information available pertaining to the psychological factors that 
influence help-seeking. Currently there is little research investigating the usefulness 
of the HBM in predicting help-seeking behaviour for any disorder, and none to date 
on help-seeking for anxiety disorders in particular. Instead, research tends to 
investigate diagnostic categories collectively (e.g., ‘mental health disorders’) rather 
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than specific categories of disorders (e.g., ‘anxiety disorders’, ‘depressive disorders’ 
etc.) and this is problematic because individuals with anxiety disorders may have 
different barriers to treatment than individuals with other psychological conditions. 
Furthermore, Australia has a unique health care system allowing Medicare funded 
psychological sessions, and thus it is important to investigate treatment barriers and 
help-seeking specifically within an Australian sample, as barriers specific to an 
Australian setting may differ from barriers in international samples. Research 
addressing these gaps could have significant implications for individuals with 
anxiety disorders and may inform the promotion and delivery of mental health 
services in Australia. 
Study Aims 
To build on existing literature, the aims of the current study are twofold: 1) to 
examine the barriers that are specific to help-seeking for anxiety disorders in an 
Australian population; and 2) to examine utility of the modified HBM in predicting 
future help-seeking behaviour in relation to anxiety disorders. It is hypothesised that 
demographic variables (age, gender, education, and geographic location) will be 
related to number of reported treatment barriers, whereby those who were younger, 
male, have lower education level, and live in a rural area will report significantly 
more treatment barriers; and that the HBM will predict future help-seeking behaviour. 
Method 
Participants 
Two hundred and seventy-eight individuals voluntarily participated in the 
current study by completing a battery of online self-report measures. Of these 
participants, 243 met inclusion criteria (80.70% female; Mean age 25.58, SD = 10.69) 
demonstrating an 87.41% completion rate. Demographic information and scores on 
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outcome measures are outlined in Table 1. Inclusion criteria required participants to 
be over the age of 18 and located within Australia. The study employed a cross-
sectional design and participants were a convenience sample comprising first year 
psychology students and other interested individuals recruited using advertisements 
around the University of Tasmania campuses and community noticeboards 
(Appendix A), and posts on social media (Appendix B). First year psychology 
students obtained 30 minutes of research credit and other participants went into a 
prize draw to win one of 15 $20 gift vouchers. Study flow is outlined in Figure 3.  
 
Figure 3. Study flow diagram. 
Measures 
The current study used online questionnaires hosted on SurveyMonkey 
(SurveyMonkey Inc., 2014) to assess the variables of interest (demographics, 
treatment barriers, perceived susceptibility, symptom severity, perceived treatment 
benefits, response efficacy, self-efficacy, and help-seeking intention).  
Demographics. Participants completed a demographic questionnaire 
(Appendix C), which asked participants about their age, gender, highest level of 
education, and geographic location (coded urban = capital cities, other metropolitan 
centres; rural = rural centres and areas, remote centres and areas). Participants were 
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also asked if they are currently, or have previously, accessed treatment with a mental 
health professional.  
Treatment barriers. Participants were asked to indicate the factors that may 
impede the likelihood of seeking psychological help in the future from a list of 19 
response options, including one open response option. This questionnaire (Appendix 
D) was developed by the researchers for the purpose of the current study, with items 
based on those used in previous well-cited studies (e.g. Belloch, del Valle, Morillo, 
Carrio, & Cabedo, 2008; Marques et al., 2010; Wootton, Titov, Dear, Spence, & 
Kemp, 2011). 
Perceived susceptibility. Perceived susceptibility to the development of an 
anxiety disorder was measured with the 5-item susceptibility subscale from the 
Health Beliefs about Mental Illness (HBMI) Instrument (Saleeby, 2000). The scale 
was modified slightly by the researchers so as to be specific to anxiety disorders 
(Appendix E). For each of the 5 items, participants rated the accuracy of each 
statement using a 5-point Likert scale from 1 (strongly disagree) to 5 (strongly 
agree). Items included positively worded statements such as, “I am more likely than 
the average person to have an anxiety disorder”. The subscale demonstrates good 
internal consistency in previous studies (.76 to .96) and shows evidence of adequate 
content, construct, and predictive validity (Champion, 1993; Saleeby, 2000). The 
internal consistency in the current study was .95. 
Symptom severity. Symptom severity was measured with the 7-item 
Generalized Anxiety Disorder Scale (GAD-7; Spitzer, Kroenke, Williams, & Lowe, 
2006). For each of the 7 items, participants rated the accuracy of each problem using 
a 4-point Likert scale from 0 (not at all) to 3 (nearly every day) in relation to 
frequency within the previous two weeks. Items included positively worded 
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statements such as, “Feeling nervous, anxious, or on edge.” A score of 10 or above 
was used to determine a likely anxiety diagnosis (Spitzer et al., 2006). The scale 
demonstrates good internal consistency (.92) and good procedural validity (Spitzer et 
al., 2006). The internal consistency in the current study was .91.  
Perceived treatment benefits. The 10-item Attitudes Toward Seeking 
Professional Psychological Help Scale (ATSPPHS; Fischer & Turner, 1970) was 
used to measure the perceived benefits of psychological help. The scale was 
modified slightly by the researchers so as to be specific to anxiety disorders 
(Appendix F). For each of the 10 items, participants rated the accuracy of each 
statement using a 5-point Likert scale from 0 (disagree) to 4 (agree). Items included 
positively worded statements such as, “If I were experiencing an anxiety disorder at 
this point in my life, I would be confident that I could find relief in psychotherapy” 
and negatively worded statements such as, “The idea of talking about problems with 
a psychologist strikes me as a poor way to get rid of anxiety”. The scale 
demonstrates good internal consistency (.86) and good construct validity (Fischer & 
Turner, 1970). The internal consistency in the current study was .80. 
Response efficacy. The 20-item Anxiety Change Expectancy Scale (ACES; 
Dozois & Westra, 2005) was used to measure expectations of change in anxiety 
symptoms from treatment. For each of the 20 items, participants rated the accuracy 
of each statement using a 6-point Likert scale from 1 (strongly disagree) to 5 
(strongly agree). A rating of 0 was included by the researchers to indicate if the item 
is not applicable given that the current study employed a non-clinical sample. Items 
included positively worded statements such as, “I believe it’s quite possible for me to 
feel less worried and more relaxed” and negatively worded statements such as, “Even 
though I try, nothing seems to help with my anxiety”. The scale demonstrates good 
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internal consistency (.89 to .92) and shows evidence of good convergent, divergent, 
and factorial validity (Dozois & Westra, 2005). The internal consistency in the 
current study was .95. 
Self-efficacy. The 10-item General Self-Efficacy Scale (GSES; Schwarzer & 
Jerusalem, 1995) was used to measure participants’ self-efficacy. For each of the 10 
items, participants rated the accuracy of each statement using a 4-point Likert scale 
from 1 (not at all true) to 4 (exactly true). Items included positively worded 
statements such as, “I am confident that I could deal efficiently with unexpected 
events”. The scale demonstrates good internal consistency (.76 to .90) and shows 
evidence of good face validity (Schwarzer & Jerusalem, 1995). The internal 
consistency in the current study was .90. 
Help-seeking intention. Participants first read information about the 
presentation of various anxiety disorders to ensure an informed response (Appendix 
G). They were then asked to rate their future intention to seek psychological help if 
they were to experience symptoms of an anxiety disorder using an 11-point Likert 
scale from 0 (very unlikely to seek help) to 10 (very likely to seek help). This measure 
appeared three times throughout the battery of questionnaires in order to ensure 
accuracy, at the beginning, middle and end. The means for each were significantly 
different. As such, an average of the three was used in the analyses. 
Procedure 
Ethics clearance was granted by the Tasmania Social Sciences Human 
Research Ethics Committee (Appendix H). The abovementioned measures were 
administered online using SurveyMonkey (SurveyMonkey Inc., 2014). Participant 
consent was established by way of accepting the terms outlined in the participant 
information statement (Appendix I) and consent form (Appendix J) featured online 
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prior to completing the questionnaires. Participants were instructed to complete the 
questionnaires as honestly as possible and in relation to themselves as they generally 
are now. Participation required approximately 30 minutes. Data was collated weekly 
and entered into a de-identified database for analysis. 
Data Analysis 
An a priori power analysis was conducted in order to ascertain the required 
sample size for the analyses. Consistent with the recommendations of Tabachnick 
and Fidell (2013), the current study required at least eight participants per variable 
plus an additional 50 participants according to the formula as follows, N > 50 + 8m, 
where m = number of independent variables. There were 10 predictor variables of 
interest; therefore, at least 130 participants were required in order to adequately 
address the research aims (Tabachnick & Fidell, 2013). 
Consistent with previous studies (e.g. Czyz et al., 2013; Gentle et al., 2014; 
Givens & Tija, 2002; Marques et al., 2010; Spence et al., 2011) reported treatment 
barriers were analysed using descriptive statistics. Differences in number of barriers 
based on demographic variables (age, gender, education, and geographic location) 
were analysed using independent samples t-tests. The top three treatment barriers 
reported by participants were selected for exploratory analyses whereby the 
relationship between demographic factors and those specific barriers were 
investigated using chi-square tests.  
Consistent with the recommendations of Studenmund and Cassidy (1987), 
and as performed in previous studies (O’Conner et al., 2014), a standard multiple 
(forced entry) regression analysis was performed in order to examine the variance in 
help-seeking intention that can be predicted by the study variables (age, gender, 
education, geographic location, treatment barriers, perceived susceptibility, symptom 
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severity, perceived treatment benefits, response efficacy, and self-efficacy). Unique 
variance was calculated using the squared semi-partial correlation of each predictor 
variable. The HBM factor with the largest unique contribution to the model was 
selected for exploratory analyses whereby the relationship between treatment naivety 
and this factor was investigated using an independent samples t-test. In addition, for 
exploratory purposes, the abovementioned regression was run again including only 
those individuals who were treatment naïve. The limited power for this analysis is 
acknowledged.  
For independent samples t-tests, effect size estimates for Cohen’s d, and 95% 
confidence intervals, were calculated using the equation as follows, 𝑑 =
 
𝑀1− 𝑀2
√𝑆𝐷1
2− 𝑆𝐷2
2
2
 (Cohen, 1992), where M1 = mean of the first observation, M2 = mean of the 
second observation, SD1 = standard deviation of the first observation, and SD2 = 
standard deviation of the second observation. Values of .20, .50, and .80 were 
interpreted conventionally to mean small, medium, and large, respectively (Cohen, 
1992). For exploratory chi-square tests, odds ratio, and 95% confidence intervals, 
were calculated for each significant chi-square test using the equation as follows, 
𝑂𝑅 =  
P1 1− P1⁄
P2 1− P2⁄
 (Field, 2013) where P1 = proportion in group one, and P2 = 
proportion in group two. For standard multiple regression analyses, effect size 
estimates for Cohen’s f 2, and 95% confidence intervals, were calculated for the 
model using the equation as follows, 𝑓2  =   
𝑅2
1− 𝑅2
 (Cohen, 1992), where R
2
 = 
coefficient of determination. Values of .02, .15, and .35 were interpreted 
conventionally to mean small, medium, and large, respectively (Cohen, 1992).  
All data was analysed with IBM SPSS Statistics for Windows, Version 22.0 
(IBM Corp., 2013). An alpha-level of .05 was used for all analyses.  
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Results 
Data Cleaning  
Data was screened for accuracy and inflated/deflated correlations prior to 
analysis. Cases with missing data on several variables were removed from the 
analyses (n = 30). Invalid/incomplete responses resulted in missing data from 
geographic location; however, these cases were not excluded (< 5%; Tabachnick & 
Fidell, 2013). Less than 1% of cases had standardised residuals with a value greater 
than 2.58 indicating that there were no outliers (Tabachnick & Fidell, 2013). There 
were no influential data points according to examination of Cook’s distance (Cook’s 
distance < 1; Field 2013).  
Prior to conducting analyses the data was checked for normality, linearity, 
and homoscedasticity. Age and number of treatment barriers revealed positive 
skewness (> 1.0), and response efficacy (ACES) revealed negative skewness (< -1.0) 
(Appendix K) (Tabachnick & Fidell, 2013). Age, response efficacy (ACES), and 
number of treatment barriers demonstrated excess positive kurtosis (Appendix K). 
However, it is important to note that although these variables demonstrate skewness 
and kurtosis, this deviation from normality is not typically enough to make a 
difference to analyses given the large sample size (Tabachnick & Fidell, 2013). 
Nonetheless, consistent with Field (2013), bootstrapping was performed on all 
analyses using 95% bias corrected and accelerated (BCa) confidence intervals based 
on 1000 bootstrap samples in order to reduce the impact of bias. A histogram of the 
standardised residuals and a normal probability plot revealed normally-distributed 
errors (Appendix L). According to the residual scatterplots, the assumptions of 
linearity and homoscedasticity were met (Appendix M). Variance inflation factors 
and tolerance values for each variable indicated that multicollinearity was not a 
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threat given that VIF did not exceed 10 and tolerance values were not less than .10 
(Tabachnick & Fidell, 2013). All values were independent and demonstrated non-
zero variance. A Durbin-Watson test revealed independent errors (Field, 2013).  
Preliminary Analyses 
Of participants who met inclusion criteria, 26.70% were likely to meet 
criteria for an anxiety disorder based on the cut-off on a psychometrically established 
measure of anxiety symptom severity. Furthermore, 14.80% were currently seeking 
help from a mental health professional and 46.10% had previously sought help from 
a mental health professional. 
Table 1 outlines the demographic information and outcomes on each of the 
measures.  
Table 1 
Demographic Data and Outcome Measures 
Category Subcategory n % M SD 
Age  243  25.58 10.69 
 18-25 175 72.02   
 > 25 68 27.98   
Gender Male 47 19.34   
 Female 196 80.66   
Education Primary/Secondary 39 16.05   
 Trade/Certificate/Tertiary 204 83.95   
Geographic location
1
 Urban 119 49.38   
 Rural 122 50.62   
                                                          
1
 According to the Rural, Remote and Metropolitan Areas (RRMA) classification (Australian Institute 
of Health and Welfare, 2015) 
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Contact with mental 
health professional 
Current 36 14.81   
 Past 112 46.09   
Total number of barriers  243  3.72 2.75 
HBMI (susceptibility 
subscale) 
 243  14.72 5.35 
GAD7  243  7.07 5.17 
ATSPPHS  243  19.74 5.43 
ACES  243  68.14 21.06 
GSES  243  29.26 4.76 
Help-seeking intention 
questionnaire 
 243  6.62 2.45 
Note. n = number of participants; % = percentage of sample; M = mean; SD = 
standard deviation.  
Barriers to Accessing Treatment 
Reported treatment barriers were analysed using descriptive statistics and are 
outlined in Table 2. The most frequently cited barrier to accessing care was “I would 
not be able to afford treatment” (51.90%), followed by “I think I can/should work out 
my own problems rather than talking to a psychologist” (49.40%), and “I prefer to 
seek help from family or friends rather than a psychologist” (33.70%). Twenty-four 
participants (9.90%) indicated that none of the barriers listed would impact their 
decision to seek psychological treatment for an anxiety disorder in the future. 
Additionally, 17 participants (7.00%) specified other barriers in the open response 
option. These are outlined in Table 3. 
Table 2 
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Reported Treatment Barriers 
Barriers n % 
I would not be able to afford treatment. 126 51.90 
I think I can/should work out my own problems rather than talking to a 
psychologist. 
120 49.40 
I prefer to seek help from family or friends rather than a psychologist. 82 33.70 
I am not comfortable discussing my problems or confiding in a 
stranger. 
76 31.30 
I fear that I would be criticised by others for seeking help from a 
psychologist. 
62 25.50 
I think therapy would be too confronting for me. 57 23.50 
I would not be able to afford the associated costs of treatment (e.g. 
transport, child care etc.). 
50 20.60 
A therapist might make me do things in therapy that I do not want to 
(such as confronting my fears). 
47 19.30 
I would not have the time to see a psychologist for treatment. 44 18.10 
I fear that I would be judged by my therapist. 37 15.20 
I have consulted a psychologist in the past and it wasn’t helpful. 37 15.20 
I do not think treatment with a psychologist would help me. 31 12.80 
I can’t take time off work for treatment 30 12.30 
I don’t think that a therapist would be able to understand my problems. 27 11.10 
If I see a professional, I might find out I am crazy.  25 10.30 
I worry about the therapist keeping my problems confidential. 20 8.20 
There are no available treatment options or services in my local area.   15 6.20 
Note. N = 243. n = number of participants; % = percentage of sample. 
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Table 3 
Other Treatment Barriers 
Barrier Key comments 
Perceived lack of 
severity 
“Don't believe my symptoms are severe enough to see a 
psychologist.” 
Preference for 
alternative help 
“…a psychiatrist would be a better option.” 
“…I feel consulting a sheikh or knowledgeable Islamic teacher 
would be more beneficial for my unique situation.” 
“I would prefer…breathwork [sic] and hypnotherapy amongst 
other 'experiential' modalities.” 
Fear of being 
labelled 
“If I see a psychologist I may be diagnosed with a mental 
illness then the label would follow me around for life.” 
Difficulty 
articulating the 
problem 
“I have trouble explaining what is going on in my head.” 
No private health 
cover 
“…I am only on a pension and cannot afford some of the care 
options available to people with full comprehensive health 
cover.” 
Perception of 
psychologist 
competency or 
character 
“The quality of the psychologist.” 
“It's really hard to find a therapist or councillor [sic] that you 
feel comfortable to open up to. Not every person gets 
along…” 
“…she was judgmental, and actually insulting.” 
“I don't want to consult your average in-house person who is 
just there for basic support.” 
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In order to examine whether differences in number of treatment barriers 
varied as a function of demographic variables (age [coded 0 = 18-25; 1 = >25], 
gender, education, and geographic location), four independent samples t-tests were 
performed (Appendix N). An independent samples t-test revealed that, on average, 
the number of reported barriers was greater for the 18-25 age group (M = 4.08, SD = 
2.89) than for the >25 age group (M = 2.78, SD = 2.08). This difference, 1.30, BCa 
95% CI [0.66, 1.89], was significant, t(168.82)= 3.90, p < .001. Levene’s test 
indicated unequal variances (F = 6.33, p = .013), so degrees of freedom were 
adjusted from 241 to 168.82. Age demonstrated a small to medium effect size, d = 
0.49, 95% CI [0.15, 0.82], according to Cohen (1992). On average, the number of 
reported barriers was greater for males (M = 3.96, SD = 3.40) than for females (M = 
3.66, SD = 2.57) This difference, -0.30, BCa 95% CI [-1.44, 0.58], was not 
significant, t(241)= -.67, p = .504. Gender demonstrated a small effect size, d = -0.11, 
95% CI [-0.45, 0.24], according to Cohen (1992). On average, the number of 
reported barriers was greater for those who had completed or were undertaking 
tertiary education or a trade certificate (M = 3.79, SD = 2.78) than for those who had 
completed high school or primary school only (M = 3.33, SD = 2.59). This difference, 
0.46, BCa 95% CI [-0.51, 1.34], was not significant, t(241)= .95, p = .344. Education 
demonstrated a small effect size, d = 0.17, 95% CI [-0.18, 0.51], according to Cohen 
(1992). On average, the number of reported barriers was greater for those living in 
urban areas (M = 4.08, SD = 3.07) than for those living in rural areas (M = 3.40, SD = 
2.37). This difference, 0.67, BCa 95% CI [-0.02, 1.40], was not significant, t(239) = 
1.91, p = .057. However, it is important to note that it is approaching significance. 
Geographic location demonstrated a small effect size, d = -0.25, 95% CI [-0.49, -
0.01], according to Cohen (1992). 
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Chi-square analyses were performed to examine the relationship between 
demographic variables (age, gender, education, and geographic location) and the 
following barriers: 1) I would not be able to afford treatment; 2) I think I can/should 
work out my own problems rather than talking to a psychologist; and 3) I prefer to 
seek help from family or friends rather than a psychologist (Appendix O). The 
relationship between age and barrier three was significant, X
2
 (1, N = 243) = 13.04, p 
< .001, such that younger adults were more likely than older adults to cite a 
preference for seeking help from family or friends rather than a psychologist. Based 
on the odds ratio, the odds of the aforementioned preference were 3.54 times higher 
(95% CI [1.73, 7.21]) in those aged between 18-25 than in those over 25. For barrier 
one, there was no significant relationship with age, gender, education, or geographic 
location respectively (all p > .05). For barrier two, there was no significant 
relationship with age, gender, education, or geographic location respectively (all 
p > .05). For barrier three, there was no significant relationship with gender, 
education, or geographic location respectively (all p > .05).  
Sensitivity of the Health Belief Model 
The bivariate relationships for the study variables are outlined in Table 4 
(Field, 2013). 
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Table 4  
Summary of Preliminary Analyses for Study Variables 
Variable 1 2 3 4
a
 5 6 7 8 9 10 11 
1. Age  -           
2. Gender  .04 -          
3. Education .00 -.01 -         
4. Geographic location
a 
.03 -.10 -.01 -        
5. Treatment barriers 
questionnaire 
-.25** .04 -.06 -.12 -       
6. HBMI -.03 -.17** -.10 .00 .26** -      
7. GAD7 -.02 -.19** -.04 -.01 .28** .63** -     
8. ATSPPHS .14* -.10 -.02 .06 -.39** .02 -.04 -    
9. ACES .13 -.11 -.10 .05 -.09 .12 .05 .19** -   
10. GSES .03 .18** -.02 -.10 -.25** -.44** -.54** .05 .06 -  
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11. Help-seeking intention 
questionnaire 
.10 -.19** .02 .04 -.27** -.03 -.07 .70** .10 .09 - 
Note. N = 243. 
a
n = 241.  
*p < .05. **p < .01. ***p <.001.  
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Table 5 demonstrates the total R
2
 for the model, the standardised regression 
coefficients, the unstandardised regression coefficients, and associated 95% bias 
corrected and accelerated (BCa) confidence intervals and unique variance. 
Table 5 
Standard Multiple Regression Analysis Predicting Help-Seeking Intention 
Variable R
2
 β B SE B BCa 95% CI 
for B 
% unique 
variance
 
Model .51***      
Constant   -.26 1.28 [-2.86, 2.13]  
Age  .01 .00 .01 [-0.02, 0.25] 0.01 
Gender  -.15** -.46** .16 [-0.79, -
0.12] 
2.04** 
Education  .03 .18 .27 [-0.38, 0.71] 0.07 
Geographic 
location 
 -.01 -.06 .23 [-0.51, 0.40] 0.01 
Treatment 
barriers 
questionnaire 
 .04 .04 .05 [-0.06, 0.13] 0.12 
HBMI   -.03 -.01 .03 [-0.07, 0.04] 0.04 
GAD7  -.04 -.02 .03 [-0.08, 0.06] 0.07 
ATSPPHS  .70*** .32*** .02 [0.28, 0.36] 39.94*** 
ACES  -.04 -.01 .01 [-0.02, 0.01] 0.16 
GSES  .05 .03 .03 [-0.04, 0.09] 0.18 
Note. N = 243. BCa = bias corrected and accelerated; CI = confidence interval. 
Confidence intervals and standard errors are based on 1000 bootstrap samples. 
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*p < .05. **p < .01. ***p <.001. 
A standard multiple regression analysis was conducted to investigate the 
predictability of the HBM (Appendix P). The model accounted for significant 
variance in help-seeking intention, R
2 
= .51, Adjusted R
2 
= .49, F(10, 230) = 24.11, p 
< .001. The R
2 
value of the model indicated that 51% of variance in help-seeking was 
accounted for by age, gender, education, geographic location, treatment barriers, 
perceived susceptibility, symptom severity, perceived treatment benefits, response 
efficacy, and self-efficacy. It was found that the regression coefficient for gender was 
significantly different from zero (β = -0.15, p = .002), such that males were less 
likely to report help-seeking intention. It was also found that the regression 
coefficient for perceived treatment benefits was significantly different from zero (β 
= .70, p < .001). This indicates that for each one standard deviation increase in 
perceived treatment benefits, there was a .70 standard deviation increase in help-
seeking intention. The regression analysis demonstrated a large global effect size 
according to Cohen (1992), f
 2
 = 1.05, 95% CI [0.75, 1.47].  
Contribution of unique variance to help-seeking intention is outlined in Table 
5. There was an additional 8.55% shared variance.  
An independent samples t-test was performed to examine the relationship 
between treatment naivety and perceived treatment benefits (Appendix Q). On 
average, perceived treatment benefits was higher for those who had previously seen a 
mental health professional (M = 21.22, SD = 5.68) than those who had not (M = 
18.47, SD = 4.89). This difference, 2.76, BCa 95% CI [1.53, 4.06], was significant, 
t(220.56) = 4.02, p < .001. Levene’s test indicated unequal variances (F = 4.56, p 
= .034), so degrees of freedom were adjusted from 241 to 220.56. Treatment naivety 
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demonstrated a medium effect size, d = -0.53, 95% CI [-0.14, 1.18], according to 
Cohen (1992).  
For exploratory purposes, a second standard multiple regression analysis was 
conducted to investigate the predictability of the HBM in only those who were 
treatment naïve (Appendix R). The findings were essentially the same, with HBM 
factors explaining 53% (compared to 51%) of variance in help-seeking intention of 
those who had not previously sought treatment. The regression coefficient for 
perceived treatment benefits was significantly different from zero (β = .63, p < .001). 
This indicates that for each one standard deviation increase in perceived treatment 
benefits, there was a .63 standard deviation increase in help-seeking intention. 
Perceived treatment benefits contributed a significant 33.99% unique variance to the 
model. It is also important to note that the regression coefficients for symptom 
severity (β = -.14, p = .088) and perceived susceptibility (β = -.13, p = .088) were 
approaching significance, contributing 1.19% unique variance each. The regression 
analysis demonstrated a large global effect size according to Cohen (1992), f
 2
 = 1.13, 
95 % CI [0.73, 1.76]. 
Discussion 
The aims of the current study were twofold: 1) to examine treatment barriers 
for anxiety disorders; and 2) to examine utility of components of the Health Belief 
Model in predicting future help-seeking behaviour. It was hypothesised that 
demographic variables (age, gender, education, and geographic location) would be 
related to number of reported treatment barriers, whereby those who were younger, 
male, have lower education, and live in a rural area will report significantly more 
treatment barriers; and that the Health Belief Model will predict future help-seeking 
behaviour. Overall, the hypotheses were partially supported. 
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Barriers to Accessing Treatment 
The current study tested the relationship between demographic variables and 
treatment barriers. Results lend little support to hypothesis one, with only one of the 
four analyses reaching significance and another approaching significance. Younger 
participants reported significantly more barriers than older participants. That is, 
individuals aged between 18-25 tend to experience more treatment barriers than 
those over 25, suggesting that age may influence perception of treatment barriers. 
This is consistent with the ABS (2007) who found that individuals under the age of 
24 demonstrate the lowest service use for mental health problems. It is possible that 
this underutilisation of treatment services could be attributable to a perception of 
more treatment barriers. However, previous research on treatment barriers does not 
provide mean number of reported barriers for comparison. 
Geographic location (based on participant postcode) was not significantly 
related to number of reported barriers, but was approaching significance. Opposite to 
what was hypothesised, results indicated that a higher number of barriers were 
reported by those living in urban areas compared with rural or remote areas. This 
finding is inconsistent with Jackson et al. (2007) who cited service 
availability/type/accessibility, and fear of stigma as influences specific to the 
intention to seek help for those living in a rural area. Additionally, the results of the 
current study indicate that males and females reported a similar number of barriers. 
This finding is inconsistent with Galdas et al. (2005) who suggested that traditional 
masculine ideologies often adopted by males, such as a fear of appearing weak, 
function as influences on help-seeking and are typically not as salient for females. 
Finally, lower education was not significantly related to number of reported barriers, 
which is inconsistent with Parslow and Jorm (2000) who suggested that lack of 
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awareness and understanding of mental health services is associated with lower 
education.  
The results of the current study revealed that the top three treatment barriers 
were: 1) I would not be able to afford treatment; 2) I think I can/should work out my 
own problems rather than talking to a psychologist; and 3) I prefer to seek help from 
family or friends rather than a psychologist. This finding is consistent with previous 
research, as affordability was the most commonly reported barrier to help-seeking in 
an Australian study by Spence et al. (2011) and the second most commonly reported 
barrier in an international study by Marques et al. (2010). This suggests that there 
may be poor awareness of the availability of Medicare-funded psychological sessions 
to Australians, or that there is a lack of bulk-billing psychologists or free community 
treatment facilities. Similarly, a preference for dealing with one’s own problems was 
the most commonly reported barrier in an Australian study by Gentle et al. (2014), 
and was within the top three most commonly reported barriers according to an 
international study by Marques et al. (2010). Finally, a preference for seeking help 
from family or friends was within the top four most reported barriers according to an 
international study by Czyz et al. (2013). The variations in reported barriers across 
these studies in comparison with the current study may suggest that different barriers 
exist for different disorder clusters. 
Exploratory analyses were conducted to explore the relationship between 
demographic factors and treatment barriers. Results of these analyses revealed that 
the top three reported barriers were not related to demographic variables as only one 
of 12 analyses reached significance. Together with results of the abovementioned 
independent samples t-tests, this suggests that demographic variables are not 
particularly indicative of certain barriers. However, it was found that a preference for 
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seeking help from family or friends rather than a psychologist was more likely 
amongst younger than older participants. This is the first study to demonstrate this 
finding and may indicate that age group is an appropriate approach to categorising 
barrier reduction initiatives. Specifically, young people should be made more aware 
of the characteristics of mental health problems with emphasis on ways to help 
friends or family seek help through appropriate avenues if necessary. 
Sensitivity of the Health Belief Model 
According to the HBM, individuals are likely to engage in health-promoting 
behaviour depending on the extent to which the individual perceives that they are 
susceptible to the illness, that the illness is severe, and that there are many benefits 
and few barriers to taking preventative action against the illness (Rosenstock, 1966). 
In the current study, these factors were used to predict the intention to seek help, 
along with another factor (response efficacy) deemed to be important according to 
other influential health behaviour models. Specifically, a regression analysis 
indicated that the current study lent significant support to hypothesis two as a 
significant 51% of variance in help-seeking intention was accounted for by the HBM. 
Consistent with Henshaw and Freedman-Doan (2009), this suggests that 
demographics, treatment barriers, perceived susceptibility, symptom severity, 
perceived treatment benefits, response efficacy, and self-efficacy can predict help-
seeking. Evidently, the regression model resulted in significantly better prediction of 
help-seeking intention when compared to fitting the data to a more basic model.  
Each predictor was assessed as if it had entered the regression after all the 
other predictors. The standardised regression coefficient for gender was significantly 
different from zero, indicating a significant contribution to the model. It also 
indicated that males were less likely to seek help than females. This was consistent 
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with Galdas et al. (2005) who cited masculine and feminine ideologies as factors 
related to differential help-seeking behaviour. Additionally, the standardised 
regression coefficient for perceived treatment benefits was significantly different 
from zero, indicating a significant contribution to the model. This was expected as it 
follows that those who hold more positive views about seeking help would be most 
likely to seek help (Henshaw & Freedman-Doan, 2009). To explore this relationship 
further, a follow-up exploratory analysis was conducted. Results of this exploratory 
analysis revealed that treatment naivety was significantly related to perceived 
treatment benefits. A perception of more benefits from seeking treatment was more 
likely amongst participants who had previously sought help from a mental health 
professional than those who had not.  
Research guiding the American Psychological Association’s public education 
campaign (Farberman, 1997) suggested that mental health care promotion campaigns, 
generally, would be most effective with the use of real-life representations of 
individuals who have benefited from psychological treatment. It is evident that this 
may be particularly true for those who have not previously sought help and, therefore, 
can further inform the way individuals are oriented towards appropriate mental 
health care utilisation. However, standard C.2.3 of the Australian Psychological 
Society’s (2007) Code of Ethics currently imposes strict conditions on the use of 
client testimonials in the promotion of psychological services. Furthermore, 
testimonials for this purpose are prohibited according to section 133 of the Health 
Practitioner Regulation National Law Act 2009 (Qld). 
Contrary to expectation, the other five HBM factors (treatment barriers, 
perceived susceptibility, symptom severity, response efficacy, and self-efficacy) did 
not make significant contributions to the model. This was particularly surprising for 
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the threat components of the model, as perceived susceptibility and symptom 
severity should predict help-seeking behaviour. That is, based on the model, it was 
expected that those who experience the greatest threat would be the most likely to 
seek help (Henshaw & Freedman-Doan, 2009). Also contrary to expectation, and as 
described above, the other three demographic variables (age, education, and 
geographic location) did not make significant contributions to the model. This was 
unexpected based on previous research. That is, Parslow and Jorm (2000) suggested 
that higher education engenders higher self-fulfilment needs and more positive views 
attached to help-seeking. Secondly, Jackson et al. (2007) suggested that attitudinal 
factors attached to geographic location (e.g. rural stoicism) influence whether 
individuals would seek help. Finally, Rickwood, Mazzer, and Telford (2015) 
indicated that age group is an instrumental factor in determining whether individuals 
seek help, and youth is a significant time of vulnerability to mental health problems. 
The regression analysis was conducted a second time including only those 
who were treatment naïve. Consistent with the previous regression, perceived 
treatment benefits was a large contributor to the model; however, gender no longer 
made a significant contribution. It is important to note that symptom severity and 
perceived susceptibility were approaching significance, which may indicate that the 
modified HBM is more able to predict initiation of treatment in the first instance. 
According to Becker and Maiman (1980), the threat factors of the HBM should be 
reformulated for individuals who have been diagnosed by incorporating acceptance 
of the diagnosis. Given that this is so, and taking into account these results, it seems 
reasonable to assume that help-seeking behaviour may differ for those who are 
treatment naïve. 
PREDICTING HELP-SEEKING FOR ANXIETY DISORDERS  38 
 
Increasing help-seeking. Perceived treatment benefits contributed a 
significant 39.94% unique variance to help-seeking intention, compared to gender 
(2.04%, p <.01) and other predictors (<1.00%, p >.05). This corroborates suggestions 
made by Henshaw and Freedman-Doan (2009) that increasing perceived benefits of 
treatment can increase necessary help-seeking. When potential improvements to 
daily functioning are made salient, individuals are more likely to overcome perceived 
treatment barriers (Henshaw & Freedman-Doan, 2009). However, individuals must 
interpret psychological treatment as a reasonable strategy to addressing the state of 
their mental health in order to reap benefits. Marketing strategies can be used as a 
way to encourage appropriate use of psychological treatment. Henshaw and 
Freedman-Doan (2009) proposed the use of two models in developing effective 
mental health care promotion campaigns: social marketing theory and problem-
solution marketing. Social marketing theory addresses the challenges of negative 
demand, the degree of sensitivity attached to the subject matter, and the benefits that 
are not immediately apparent (Andreason, 2004). Problem-solution marketing is 
dependent on the degree of responsibility for the problem and/or solution attributable 
to the individual whereby appeals must be tailored accordingly (Jones, 2001). These 
strategies can serve as successful cues to action if the individual perceives sufficient 
threat. 
Furthermore, susceptibility and severity are cornerstone elements of the HBM 
as sufficient threat must present itself in order to encourage help-seeking (Henshaw 
& Freedman-Doan, 2009). However, susceptibility and severity made non-significant 
contributions to the model and several salient barriers indicate a lack of sufficient 
mental health knowledge. Accordingly, it seems reasonable to assume that effective 
cues to action should also include psychoeducation whereby individuals learn to 
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identify risk factors and recognise symptoms. This would involve differentiating 
between clinical and non-clinical distress levels and highlighting the possible and 
appropriate action for each level, whether self-help or professional help (Henshaw & 
Freedman-Doan, 2009). Mental health care promotion campaigns with the purpose of 
increasing awareness of susceptibility and severity of symptoms should also focus on 
destigmatising help-seeking and providing information regarding available mental 
health resources (Henshaw & Freedman-Doan, 2009). Additionally, Henshaw and 
Freedman-Doan (2009) highlighted that General Practitioners, as part of primary care, 
often act as a cue to action, and so their psychological diagnostic training must 
reflect this to the extent that they can recognise symptoms of distress without 
prompts from the patient. 
Implications 
With respect to the implications of findings, it is evident that results of the 
current study can inform the promotion and delivery of mental health services in 
Australia. Smith (2009), in a commentary on Henshaw and Freedman-Doan (2009), 
highlighted that success of interventions based on the HBM would depend on the 
accessibility and affordability of appropriate treatment. Given that Australia has a 
unique health care system allowing Medicare-funded psychological sessions, this 
limitation should not be as salient in an Australian population. However, based on 
the top reported barrier in the current study, Australians need to be made aware of 
their entitlements under this legislation. Variability amongst reported barriers in 
previous research as compared to the current study indicates that, pending more 
research, health promotion campaigns should be specific to diagnostic categories. 
Correspondingly, previous public policy interventions (e.g. 10 Medicare-funded 
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sessions per year) have addressed barriers by type rather than by target population. 
Based on the current study, both methods of categorisation are necessary.  
Additionally, current mental health care promotion campaigns commonly 
focus on reducing the barriers to help-seeking; this involves reducing or removing 
the impact of salient barriers on an individual’s decision to seek help (Henshaw & 
Freedman-Doan, 2009). The effectiveness of these campaigns could be improved by 
tailoring to age-specific barriers in order to address the differential perception of 
barriers by younger versus older adults. Specifically, based on younger individuals’ 
preference for seeking help from family and friends, campaigns targeting 18-25 year 
olds could focus on the benefits of complementing social support with psychological 
treatment. It follows that mental health care promotion campaigns that focus on 
increasing the perceived benefits of treatment are less common as the ethical 
considerations associated with marketing psychological services make it unappealing 
to many psychologists (Henshaw & Freedman-Doan, 2009). However, this is clearly 
a salient cue to action, and evidence from the current study suggests that increasing 
perceived benefits of treatment through the use of social marketing theory and/or 
problem-solution marketing may be an effective strategy for increasing appropriate 
help-seeking. Such mental health care promotion campaigns could also be made 
more effective by taking into account that individuals with no previous exposure to a 
mental health professional have a perception of fewer treatment benefits than those 
who have previously sought or are currently seeking treatment. 
Limitations  
The current study suffers five main limitations. Firstly, the use of a cross-
sectional design in the current study provided information based on a single time 
point or short time period. This makes it difficult to generate inferences from the 
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results. Secondly, self-report data are vulnerable to bias such as that of social 
desirability and affect (Robins & John, 1997). Consequently, the results may be over- 
or understated. Thirdly, there is limited generalisability due to the reliance on a 
convenience sample recruited via Facebook and research platforms within the 
University of Tasmania. The sample may not be representative of the population for 
this reason, which indicates that the findings may not be generalisable beyond the 
sample of current study. Additionally, the outcome variable used in the current study 
was ‘help-seeking intention’; however, it is used to infer help-seeking behaviour. 
Although this is accepted practice, it is not ideal to use intention as a proxy for actual 
behaviour (O’Connor et al., 2014). In saying this, Rickwood, Deane, Wilson, and 
Ciarrochi (2005) found that help-seeking intention was positively correlated with 
help-seeking behaviour (r = 0.20–0.31). Finally, several factors that commonly 
predict help-seeking in previous research (e.g. personality, social support, mental 
health literacy, previous experience, and stigma) were not included in the current 
study. This was intentional as including more variables may have compromised the 
analyses given the existing size of the model. It is also important to note that the 
exploratory regression analysis lacked sufficient power to accurately predict help-
seeking behaviour according to the HBM for those who are treatment naïve. Despite 
these limitations, the present study has several strengths. The current study was a 
successful first test of the Henshaw and Freedman-Doan (2009) model that 
specifically targets anxiety disorders. In this regard, it provides an important first 
step in the investigation of factors that predict help-seeking for anxiety disorders. 
Future Directions 
Longitudinal data are necessary to examine help-seeking over time and to 
observe changes in components of the model. Furthermore, a systematic review by 
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Gulliver et al. (2010) revealed that out of 22 studies, only four addressed barrier one 
of the current study, five addressed barrier two, and two addressed barrier three. As 
such, future research should investigate a more exhaustive list of barriers and could 
assess differences in barriers across different diagnostic categories, potentially in a 
qualitative format. Given the lifetime prevalence of anxiety disorders, investigating 
treatment naivety, nature of past experience with treatment, and whether or not an 
anxiety diagnosis has been made may provide interesting help-seeking data specific 
to mental health treatment. This would also assist in determining what situations that 
HBM dimensions require reformulation. Additionally, based on the significant 
unique variance that perceived treatment benefits contributed to the model, it would 
be beneficial to investigate whether these perceptions are likely shaped by 
demographic factors. 
Conclusion 
The current study provides evidence to suggest that the HBM can 
successfully predict help-seeking in a mental health setting. Overall, it was found 
that HBM factors can account for 51% of variation in help-seeking intention for 
anxiety disorders. Specifically, perceived treatment benefits and gender were found 
to make significant unique contributions to the model. Thus, there is value in 
designing intervention campaigns that increase or decrease the perceptions of HBM 
factors, particularly those that promote the benefits of help-seeking behaviour. It may 
also be beneficial to apply different marketing strategies for males and females. 
Furthermore, it is suggested that, in order to better promote psychological services, 
current practice (decreasing barriers) should focus on age-group with increased 
attention on young adults (18-25).  
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Appendices 
Appendix A 
University Recruitment Advertisement 
         Help us to determine why  
people seek help! 
 Chief Investigator: Dr Bethany Wootton, Lecturer, Division of Psychology 
 
Dr Bethany Wootton (Chief Investigator) and Emma Langley (Student Investigator), 
University of Tasmania are working to understand the barriers to help-seeking and 
the predictors of help-seeking for individuals with anxiety disorders. 
 
 We are seeking 200 participants to complete an online questionnaire to help us 
determine the reasons why people seek help for anxiety disorders. The 
questionnaire will take approximately 30 minutes to complete.  
 
Anyone can participate! 
 
First year psychology participants can obtain 30 minutes of research credit or go in 
the draw to win one of 15 $20 Coles-Myer gift cards. Other participants will go in 
the draw to win one of 15 $20 Coles-Myer gift cards. 
 
This study is approved by the Tasmanian Social Sciences HREC: H0014822 
For more information, contact Bethany Wootton (03 6226 7124 or bethany.wootton@utas.edu.au). 
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Appendix B 
Facebook Recruitment Blurb 
Help us to determine why people seek help! 
Dr Bethany Wootton (Chief Investigator) and Emma Langley (Student Investigator), 
University of Tasmania, are working to understand the barriers to help-seeking in 
individuals with anxiety disorders.   
We are seeking 200 participants to complete an online questionnaire (using any device) to 
help us determine the reasons why people seek help for anxiety disorders. The 
questionnaire will take approximately 30 minutes to complete.  
ANYONE can participate! You do not need to have an anxiety disorder to participate. 
Participants will go in the draw to win one of 15 $20 Coles-Myer gift cards (via a separate 
link at the end of the survey) 
Survey Link:  https://www.surveymonkey.com/s/whydopeopleseekhelp 
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Appendix C 
Demographic Questionnaire 
1. What is your age (in years)? ____________________ 
(Those less than 18 will be directed to the end of the Survey using skip logic) 
2. What is your gender?  Male                     Female 
3. Are you currently located in:         Australia              Other country 
(Those located outside of Australia will be directed to the end of the Survey using skip 
logic) 
4. What is the highest level of education you have completed? 
a. Primary only 
b. Secondary  
c. Trade or vocational certificate 
d. Tertiary  
5. What is your postcode? ____________________ 
6. Are you currently seeing a mental health professional for a mental health condition? 
Yes/ No 
7. Have you seen a mental health professional in the past for a mental health 
condition? Yes/ No 
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Appendix D 
Treatment Barriers Questionnaire 
Please indicate which, if any, of the following factors might impact your decision to seek 
psychological treatment for an anxiety disorder in the future.  
  I think I can/should work out my own problems rather than talking to a 
psychologist. 
  I fear that I would be criticised by others for seeking help from a psychologist. 
  I think therapy would be too confronting for me. 
  I prefer to seek help from family or friends rather than a psychologist. 
  A therapist might make me do things in therapy that I do not want to (such as 
confronting my fears). 
  I am not comfortable discussing my problems or confiding in a stranger. 
  If I see a professional, I might find out I am crazy.  
  I don’t think that a therapist would be able to understand my problems. 
  I fear that I would be judged by my therapist. 
  I worry about the therapist keeping my problems confidential. 
  There are no available treatment options or services in my local area.   
  I would not have the time to see a psychologist for treatment. 
  I would not be able to afford treatment. 
  I would not be able to afford the associated costs of treatment (e.g. transport, 
child care etc.). 
  I can’t take time off work for treatment 
  I do not think treatment with a psychologist would help me. 
  I have consulted a psychologist in the past and it wasn’t helpful. 
  None of these 
  Other: 
___________________________________________________________________ 
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Appendix E 
Health Beliefs about Mental Illness (HBMI) Instrument – Susceptibility Subscale 
(Saleeby, 2000) 
Listed below are a number of statements concerning beliefs about your susceptibility to 
developing an anxiety disorder. Please read each item carefully, and circle one of the five 
options that best reflects how you feel about the statement right now. 
  Strongly 
disagree 
Disagree Undecided Agree Strongly 
agree 
1. It is extremely likely that I will have an 
anxiety disorder in the future. 
1 2 3 4 5 
2. My chances of having an anxiety 
disorder are great. 
1 2 3 4 5 
3. I am more likely than the average 
person to have an anxiety disorder. 
1 2 3 4 5 
4. There is a good possibility that I will 
develop an anxiety disorder in the next 
10 years. 
1 2 3 4 5 
5. I feel I will develop an anxiety disorder in 
the future 
1 2 3 4 5 
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Appendix F 
Attitudes Toward Seeking Professional Psychological Help Scale (ATSPPHS; 
Fischer & Turner, 1970)  
Read each statement carefully and indicate your degree of agreement using the scale 
below. In responding, please be completely candid.  
0 = Disagree  
1 = Partly disagree  
2 = Partly agree  
3 = Agree  
_____ 1. If I believed I was experiencing an anxiety disorder, my first inclination would be to 
get professional attention.  
_____ 2. The idea of talking about problems with a psychologist strikes me as a poor way to 
get rid of anxiety.  
_____ 3. If I were experiencing an anxiety disorder at this point in my life, I would be 
confident that I could find relief in psychotherapy.  
_____ 4. There is something admirable in the attitude of a person who is willing to cope 
with his or her anxiety and fears without resorting to professional help.  
_____ 5. I would want to get psychological help if I were worried or anxious for a long 
period of time.  
_____ 6. I might want to have psychological counseling in the future.  
_____ 7. A person with an anxiety disorder is not likely to solve it alone; he or she is likely to 
solve it with professional help.  
_____ 8. Considering the time and expense involved in psychotherapy, it would have 
doubtful value for a person like me.  
_____ 9. A person should work out his or her own problems; getting psychological 
counseling would be a last resort.  
_____ 10. Anxiety disorders, like many things, tend to work out by themselves. 
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Appendix G 
Help-Seeking Intention Questionnaire 
We are interested in understanding what prompts people to seek psychological help for 
various mental health concerns. Anxiety disorders are common and about 1 in 3 people 
will experience an anxiety disorder at some point in their life. Anxiety disorders can look 
very different from each other, but some of the most common presentations are 
described below.  
Social Anxiety Disorder (SAD) 
People with social anxiety disorder report that they fear being criticised, embarrassed, or 
humiliated, especially in social situations, or situations where their performance may be 
judged. This includes situations such as giving a presentation, having a meal with friends, or 
making conversation with someone. As such, people with social anxiety disorder often 
avoid these situations. 
Panic Disorder (PD) 
People with panic disorder report that they suffer frequent and unexpected panic attacks 
that seem to come out of nowhere. People with panic disorder often worry about having 
more attacks in the future and the consequences of the panic attack, such as having a heart 
attack, losing control or going crazy. People with panic disorder often avoid situations that 
they think are likely to cause panic attacks and avoid places where they have previously had 
a panic attack.  
Specific Phobia (SP) 
People with specific phobia report excessive fears of a specific object, activity, or situation 
(for example animals, insects, heights, storms, needles/injections, enclosed spaces). When 
people with specific phobia encounter their feared object, activity or situation they become 
extremely anxious and the anxiety is generally out of proportion to the actual danger. 
People with specific phobia will usually avoid the things that make them feel anxious.  
Generalised Anxiety Disorder (GAD) 
People with Generalised Anxiety Disorder tend to worry a lot about many different kinds of 
situations. The worries tend to be reported as “what if” kinds of worries, which are usually 
about health and safety of themselves and people they care about, relationships, finances, 
and the future.  People with generalised anxiety disorder often say that it is difficult to 
control their worry and that the worry interferes with them being able to live their life the 
way that they want to.  
If you were to experience symptoms of any of these disorders in the future (or if you 
experience them right now) how likely would you be to seek help from a psychologist in 
the future? Please indicate your response below.  
0 1 2 3 4 5 6 7 8 9 10 
Very 
unlikely 
    Unsure     Very 
likely 
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Appendix H 
Copy of Ethics Approval 
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Appendix I 
Participant Information Sheet 
 
 
Participant Information Sheet – V3 (27.04.15) 
Why do people seek help? An analysis of treatment barriers 
and help-seeking in anxiety disorders. 
Participant Information Statement 
Invitation 
You have been invited to participate in a study that aims to investigate the treatment 
barriers and reasons for help-seeking in anxiety disorders. This project is being conducted 
by Dr. Bethany Wootton, Clinical Psychologist and Lecturer, Division of Psychology, 
University of Tasmania and Ms. Emma Langley, a Honours degree student in the Division of 
Psychology, University of Tasmania. 
What is the purpose of this study? 
The aim of this study is to investigate the reasons why people seek help for anxiety 
disorders and understand the barriers to help-seeking.  
Why have I been invited to participate? 
You have been invited to participate because you are over the age of 18 and have 
volunteered to participate. Participants are not required to have, or have had an anxiety 
disorder or any mental health problem in the past to participate in this study. Your 
involvement in this study is completely voluntary. If you do not wish to participate your 
relationship with the university or the investigators will not be affected in any way. 
What will I be asked to do? 
If you choose to participate in this study you will be asked to answer some questions about 
you (including your age, gender, education, and postcode) and then complete a series of 
questionnaires assessing symptoms of anxiety and beliefs about treatment seeking. This is a 
de-identified survey, so you will not be required to enter any information that can link your 
data to you, such as your name etc. However, if you would like to enter the prize draw you 
will be required to provide your email address. You will be asked to click a link to enter your 
email address into a separate survey so that your email cannot be linked to your survey 
data. All questions are answered online and it is expected that the study will take you about 
30minutes to complete.  
Are there any possible benefits from participation in this 
study? 
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We hope that this study will provide invaluable information which will inform the 
promotion and delivery of mental health services in the community. This could have 
significant implications for individuals with anxiety disorders and the services on offer to 
them. 
If you are a first year psychology student you will be able to obtain 30minutes of research 
credit for your participation or you may opt to go into the draw to win one of 15 $20 Coles 
Myer gift cards. If you are not a first year psychology student you will go in the draw to win 
one of 15 $20 Coles-Myer gift cards.  
Are there any possible risks from participation in this study? 
The questions in the study ask about symptoms of anxiety, and thinking about these 
symptoms may cause you to feel distress. If you do feel distressed before, during or after 
undertaking the surveys you may contact the following services:   
 BeyondBlue’s advice and support telephone service, phone 1300 22 4636  
 Kids Helpline’s 24 hour crisis telephone line for teens and young adults, phone 
1800 55 1800 
 Lifeline’s 24hr crisis telephone line, phone 13 11 14 
 Mindspot, a national free online treatment service (www.mindspot.org.au) 
 Your local GP 
You may also contact the chief investigator of the study if you feel distress as a result of 
taking part in the study. The chief investigator is a registered clinical psychologist and 
is available during business hours (03 6226 7124). 
What if I change my mind during or after the study? 
You are free to withdraw from this study at any time and you can withdraw from the study 
without explanation. However, because the data is de-identified we will not be able to 
withdraw any data that you have provided.  
What will happen to the information when this study is over? 
Questionnaire data will be stored electronically in a password protected document and will 
be held on a secure drive on the University of Tasmania system. Data will be kept for 5 
years from the date of the first publication that results from this study. Data will be 
destroyed by permanently deleting the electronic file in which the data was held. All data in 
this study is de-identified, meaning that individual participants are not able to be identified 
in the study results file.  
How will the results of the study be published? 
The results of this study will be published in peer-reviewed journals and will be presented 
at various national and international conferences. You will not be able to be identified in 
any of these publications or presentations.  
If you are interested in obtaining a summary of the research findings we welcome you to 
provide your email address into a separate survey link at the end of the survey. We will 
then email you a summary of the results in October 2016.  
What if I have questions about this study? 
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If you have any questions about this study you are welcome to contact the investigator (Dr 
Wootton, +61 3 6226 7124, bethany.wootton@utas.edu.au). If you have any questions or 
concerns about the ethical nature of this study you may contact the Tasmanian Social 
Sciences Human Research Ethics Committee (+61 3 6226 6254, human.ethics@utas.edu.au).  
This study has been approved by the Tasmanian Social Sciences Human Research Ethics 
Committee. If you have concerns or complaints about the conduct of this study, please 
contact the Executive Officer of the HREC (Tasmania) Network on +61 3 6226 6254 or email 
human.ethics@utas.edu.au. The Executive Officer is the person nominated to receive 
complaints from research participants. Please quote ethics reference number [H0014822]. 
Please print this information sheet for your records. 
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Appendix J 
Participant Consent Form 
 
Participant Consent Form – V2 (27.04.15) 
Why do people seek help? An analysis of treatment barriers 
and help-seeking in anxiety disorders. 
Participant Consent Form 
1. I agree to take part in the research study named above. 
2. I have read and understood the Information Sheet for this study. 
3. The nature and possible effects of the study have been explained to me. 
4. I understand that the study involves completing a brief demographic 
questionnaire and a questionnaire that assesses symptoms of anxiety and 
beliefs about treatment seeking.  
5. I understand that participation involves the risk that I may be distressed by thinking 
about and answering questions about anxiety disorders. I understand that if I feel 
distressed, I may contact the investigator of the study (+61 3 6226 7124 or 
bethany.wootton@utas.edu.au), BeyondBlue’s advice and support telephone 
service (1300 22 4636), Kids Helpline’s 24 hour crisis telephone counselling service 
for teens and young adults (1800 55 1800), Lifeline’s 24 hour crisis telephone 
counselling service (13 11 14), Mindspot, a national free online treatment service 
(www.mindspot.org.au) or my local GP. 
6. I understand that all research data will be securely stored on a secure drive 
at the University of Tasmania for five years from the publication of the study 
results, and will then be destroyed.  
7. I acknowledge that there will be no information linking data to me personally.  
8. Any questions that I have asked have been answered to my satisfaction. 
9. I understand that the researchers will maintain confidentiality and that any 
information I supply to the researcher(s) will be used only for the purposes of 
the research.  
10. I understand that the results of the study will be published in a way that I 
cannot be identified as a participant. 
11. I understand that my participation is voluntary and that I may withdraw at any 
time by clicking ‘EXIT THE SURVEY’ without any effect. However, I 
understand that because the data is collected anonymously and data that 
you have provided prior to your withdrawal will not be able to be removed. 
12. I understand that once I submit each page of the survey, I will be unable to 
return to the previous page and edit responses. 
 
Do you consent to take part in this study?  
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Yes 
No 
You will be asked to consent prior to submitting your questionnaire data.  
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Appendix K 
Normality Diagnostics 
Table K1 
 Age 
Generalised 
Anxiety Disorder 
7-item 
General Self 
Efficacy Scale 
Attitudes Toward 
Seeking 
Professional 
Psychological Help 
Scale 
Anxiety Change 
Expectancy 
Scale 
Health Beliefs 
about Mental 
Illness 
Instrument 
Number of 
Barriers 
Average of 
HSintention 1, 2, 
& 3 
N Valid 243 243 243 243 243 243 243 243 
Missing 0 0 0 0 0 0 0 0 
Mean 25.58 7.07 29.26 19.74 68.14 14.72 3.72 6.6152 
Std. Deviation 10.694 5.166 4.759 5.431 21.055 5.353 2.748 2.45281 
Skewness 1.898 .762 .134 -.343 -1.430 -.035 1.279 -.477 
Std. Error of Skewness .156 .156 .156 .156 .156 .156 .156 .156 
Kurtosis 3.117 -.245 -.070 -.088 2.419 -.688 2.884 -.470 
Std. Error of Kurtosis .311 .311 .311 .311 .311 .311 .311 .311 
Minimum 18 0 18 4 0 5 0 .00 
Maximum 70 21 40 30 100 25 17 10.00 
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Figure K1. 
 
 
Figure K2. 
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Figure K3. 
 
 
Figure K4. 
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Figure K5. 
 
 
Figure K6. 
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Figure K7. 
 
 
Figure K8. 
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Appendix L 
Error Distribution Diagnostics 
 
Figure L1. 
 
 
Figure L2. 
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Appendix M 
Linearity and Homoscedasticity Diagnostics 
 
Figure M1. 
 
 
Figure M2. 
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Figure M3. 
 
 
Figure M4. 
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Figure M5. 
 
 
Figure M6. 
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Figure M7. 
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Appendix N 
Bootstrapped Independent Samples t-tests for Hypothesis One 
 
Table N1 
Group Statistics 
 Gender Statistic Bootstrap
a
 
 
Bias Std. 
Error 
BCa 95% Confidence 
Interval 
 Lower Upper 
Number of 
Barriers 
Female 
N 196     
Mean 3.66 -.01 .18 3.32 3.97 
Std. Deviation 2.574 -.018 .156 2.298 2.830 
Std. Error 
Mean 
.184     
Male 
N 47     
Mean 3.96 .04 .52 3.04 5.18 
Std. Deviation 3.400 -.053 .640 2.092 4.567 
Std. Error 
Mean 
.496     
a. Unless otherwise noted, bootstrap results are based on 1000 bootstrap samples 
 
Table N2 
Independent Samples Test 
 Levene's 
Test for 
Equality of 
Variances 
t-test for Equality of Means 
F Sig. t df Sig. 
(2-
tailed) 
Mean 
Difference 
Std. Error 
Difference 
95% 
Confidence 
Interval of the 
Difference 
Lower Upp
er 
Number 
of 
Barriers 
Equal 
variances 
assumed 
.156 .693 -.670 241 .504 -.299 .447 -1.179 .581 
Equal 
variances 
not 
assumed 
  -.566 59.246 .574 -.299 .529 -1.358 .759 
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Table N3 
Bootstrap for Independent Samples Test 
 Mean 
Difference 
Bootstrap
a
 
Bias Std. 
Error 
Sig. (2-
tailed) 
BCa 95% Confidence 
Interval 
Lower Upper 
Number of 
Barriers 
Equal variances 
assumed 
-.299 -.048 .550 .566 -1.438 .575 
Equal variances 
not assumed 
-.299 -.048 .550 .575 -1.438 .575 
a. Unless otherwise noted, bootstrap results are based on 1000 bootstrap samples 
 
Table N4 
Group Statistics 
 Mean split Age Statistic Bootstrap
a
 
 
Bias Std. 
Error 
BCa 95% Confidence 
Interval 
 Lower Upper 
Number of 
Barriers 
18-25 
N 175     
Mean 4.08 -.01 .22 3.70 4.49 
Std. Deviation 2.892 -.022 .236 2.461 3.262 
Std. Error 
Mean 
.219     
>25 
N 68     
Mean 2.78 .01 .25 2.30 3.30 
Std. Deviation 2.079 -.023 .324 1.571 2.649 
Std. Error 
Mean 
.252     
a. Unless otherwise noted, bootstrap results are based on 1000 bootstrap samples 
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Table N5 
Independent Samples Test 
 Levene's 
Test for 
Equality of 
Variances 
t-test for Equality of Means 
F Sig. t df Sig. 
(2-
tailed) 
Mean 
Difference 
Std. Error 
Difference 
95% 
Confidence 
Interval of the 
Difference 
Lower Upper 
Number 
of 
Barriers 
Equal 
variances 
assumed 
6.325 .013 3.383 241 .001 1.301 .384 .543 2.058 
Equal 
variances 
not 
assumed 
  3.897 168.818 .000 1.301 .334 .642 1.959 
 
Table N6 
Bootstrap for Independent Samples Test 
 Mean 
Difference 
Bootstrap
a
 
Bias Std. 
Error 
Sig. (2-
tailed) 
BCa 95% Confidence 
Interval 
Lower Upper 
Number of 
Barriers 
Equal variances 
assumed 
1.301 -.017 .331 .001 .657 1.891 
Equal variances 
not assumed 
1.301 -.017 .331 .001 .657 1.891 
a. Unless otherwise noted, bootstrap results are based on 1000 bootstrap samples 
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Table N7 
Group Statistics 
 Location Statistic Bootstrap
a
 
 
Bias Std. 
Error 
BCa 95% Confidence 
Interval 
 Lower Upper 
Number of 
Barriers 
Urban 
N 119     
Mean 4.08 .00 .28 3.58 4.64 
Std. Deviation 3.067 -.036 .311 2.539 3.544 
Std. Error 
Mean 
.281     
Rural 
N 122     
Mean 3.40 -.01 .21 3.04 3.76 
Std. Deviation 2.369 -.021 .152 2.099 2.599 
Std. Error 
Mean 
.215     
a. Unless otherwise noted, bootstrap results are based on 1000 bootstrap samples 
 
Table N8 
Independent Samples Test 
 Levene's 
Test for 
Equality of 
Variances 
t-test for Equality of Means 
F Sig. t df Sig. 
(2-
tailed) 
Mean 
Difference 
Std. Error 
Difference 
95% 
Confidence 
Interval of the 
Difference 
Lower Upper 
Number 
of 
Barriers 
Equal 
variances 
assumed 
1.953 .164 1.912 239 .057 .674 .353 -.021 1.369 
Equal 
variances 
not 
assumed 
  1.906 221.990 .058 .674 .354 -.023 1.371 
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Table N9 
Bootstrap for Independent Samples Test 
 Mean 
Difference 
Bootstrap
a
 
Bias Std. 
Error 
Sig. (2-
tailed) 
BCa 95% Confidence 
Interval 
Lower Upper 
Number of 
Barriers 
Equal variances 
assumed 
.674 .016 .344 .059 -.021 1.401 
Equal variances 
not assumed 
.674 .016 .344 .058 -.021 1.401 
a. Unless otherwise noted, bootstrap results are based on 1000 bootstrap samples 
 
Table N10 
Group Statistics 
 Highest Level of Education Statistic Bootstrap
a
 
 
Bias Std. 
Error 
BCa 95% Confidence 
Interval 
 Lower Upper 
Number of 
Barriers 
Trade/Cert/Tertiary 
N 204     
Mean 3.79 .00 .19 3.43 4.19 
Std. 
Deviation 
2.777 -.026 .219 2.389 3.123 
Std. Error 
Mean 
.194     
Primary/Secondary 
N 39     
Mean 3.33 .02 .41 2.64 4.15 
Std. 
Deviation 
2.589 -.041 .374 1.990 3.212 
Std. Error 
Mean 
.415     
a. Unless otherwise noted, bootstrap results are based on 1000 bootstrap samples 
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Table N11 
Independent Samples Test 
 Levene's 
Test for 
Equality of 
Variances 
t-test for Equality of Means 
F Sig. t df Sig. 
(2-
tailed) 
Mean 
Difference 
Std. Error 
Difference 
95% 
Confidence 
Interval of the 
Difference 
Lower Upper 
Number 
of 
Barriers 
Equal 
variances 
assumed 
.000 .994 .949 241 .344 .456 .480 -.490 1.402 
Equal 
variances 
not 
assumed 
  .996 56.056 .324 .456 .458 -.461 1.373 
 
Table N12 
Bootstrap for Independent Samples Test 
 Mean 
Difference 
Bootstrap
a
 
Bias Std. 
Error 
Sig. (2-
tailed) 
BCa 95% Confidence 
Interval 
Lower Upper 
Number of 
Barriers 
Equal variances 
assumed 
.456 -.015 .457 .322 -.506 1.337 
Equal variances 
not assumed 
.456 -.015 .457 .331 -.506 1.337 
a. Unless otherwise noted, bootstrap results are based on 1000 bootstrap samples 
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Appendix O 
Exploratory Chi-Square tests 
Table O1 
 I would not be able to afford treatment. * Gender Crosstabulation 
Count   
 
Gender 
Total Female Male 
 I would not be able to afford 
treatment. 
No 97 20 117 
1 99 27 126 
Total 196 47 243 
 
Table O2 
Chi-Square Tests 
 Value df 
Asymp. Sig. 
(2-sided) 
Exact Sig. (2-
sided) 
Exact Sig. (1-
sided) 
Pearson Chi-Square .731
a
 1 .393   
Continuity Correction
b
 .479 1 .489   
Likelihood Ratio .733 1 .392   
Fisher's Exact Test    .420 .245 
Linear-by-Linear 
Association 
.728 1 .394   
N of Valid Cases 243     
a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 22.63. 
b. Computed only for a 2x2 table 
 
Table O3 
I think I can/should work out my own problems rather than talking to a 
psychologist * Gender Crosstabulation 
Count   
 
Gender 
Total Female Male 
I think I can/should work out 
my own problems rather 
than talking to a psychologist 
No 102 21 123 
Yes 
94 26 120 
Total 196 47 243 
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Table O4 
Chi-Square Tests 
 Value df 
Asymp. Sig. 
(2-sided) 
Exact Sig. (2-
sided) 
Exact Sig. (1-
sided) 
Pearson Chi-Square .822
a
 1 .365   
Continuity Correction
b
 .553 1 .457   
Likelihood Ratio .823 1 .364   
Fisher's Exact Test    .418 .229 
Linear-by-Linear 
Association 
.818 1 .366   
N of Valid Cases 243     
a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 23.21. 
b. Computed only for a 2x2 table 
 
Table O5 
 I prefer to seek help from family or friends rather than a psychologist. 
* Gender Crosstabulation 
Count   
 
Gender 
Total Female Male 
 I prefer to seek help from 
family or friends rather than 
a psychologist. 
No 134 27 161 
1 
62 20 82 
Total 196 47 243 
 
Table O6 
Chi-Square Tests 
 Value df 
Asymp. Sig. 
(2-sided) 
Exact Sig. (2-
sided) 
Exact Sig. (1-
sided) 
Pearson Chi-Square 2.022
a
 1 .155   
Continuity Correction
b
 1.563 1 .211   
Likelihood Ratio 1.969 1 .161   
Fisher's Exact Test    .171 .107 
Linear-by-Linear 
Association 
2.014 1 .156   
N of Valid Cases 243     
a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 15.86. 
b. Computed only for a 2x2 table 
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Table O7 
 I would not be able to afford treatment. * Location Crosstabulation 
Count   
 
Location 
Total Urban Rural 
 I would not be able to afford 
treatment. 
No 55 61 116 
1 64 61 125 
Total 119 122 241 
 
Table O8 
Chi-Square Tests 
 Value df 
Asymp. Sig. 
(2-sided) 
Exact Sig. (2-
sided) 
Exact Sig. (1-
sided) 
Pearson Chi-Square .345
a
 1 .557   
Continuity Correction
b
 .210 1 .647   
Likelihood Ratio .345 1 .557   
Fisher's Exact Test    .607 .323 
Linear-by-Linear 
Association 
.344 1 .558   
N of Valid Cases 241     
a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 57.28. 
b. Computed only for a 2x2 table 
 
Table O9 
I think I can/should work out my own problems rather than talking to a 
psychologist * Location Crosstabulation 
Count   
 
Location 
Total Urban Rural 
I think I can/should work out 
my own problems rather 
than talking to a psychologist 
No 57 64 121 
Yes 
62 58 120 
Total 119 122 241 
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Table O10 
Chi-Square Tests 
 Value df 
Asymp. Sig. 
(2-sided) 
Exact Sig. (2-
sided) 
Exact Sig. (1-
sided) 
Pearson Chi-Square .501
a
 1 .479   
Continuity Correction
b
 .335 1 .563   
Likelihood Ratio .501 1 .479   
Fisher's Exact Test    .520 .281 
Linear-by-Linear 
Association 
.499 1 .480   
N of Valid Cases 241     
a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 59.25. 
b. Computed only for a 2x2 table 
 
Table O11 
 I prefer to seek help from family or friends rather than a psychologist. 
* Location Crosstabulation 
Count   
 
Location 
Total Urban Rural 
 I prefer to seek help from 
family or friends rather than 
a psychologist. 
No 75 84 159 
1 
44 38 82 
Total 119 122 241 
 
Table O12 
Chi-Square Tests 
 Value df 
Asymp. Sig. 
(2-sided) 
Exact Sig. (2-
sided) 
Exact Sig. (1-
sided) 
Pearson Chi-Square .911
a
 1 .340   
Continuity Correction
b
 .670 1 .413   
Likelihood Ratio .912 1 .340   
Fisher's Exact Test    .345 .207 
Linear-by-Linear 
Association 
.907 1 .341   
N of Valid Cases 241     
a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 40.49. 
b. Computed only for a 2x2 table 
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Table O13 
 I would not be able to afford treatment. * Highest Level of Education 
Crosstabulation 
Count   
 
Highest Level of Education 
Total 
Trade/Cert/Terti
ary 
Primary/Second
ary 
 I would not be able to afford 
treatment. 
No 95 22 117 
1 109 17 126 
Total 204 39 243 
 
Table O14 
Chi-Square Tests 
 Value df 
Asymp. Sig. 
(2-sided) 
Exact Sig. (2-
sided) 
Exact Sig. (1-
sided) 
Pearson Chi-Square 1.270
a
 1 .260   
Continuity Correction
b
 .907 1 .341   
Likelihood Ratio 1.271 1 .260   
Fisher's Exact Test    .296 .171 
Linear-by-Linear 
Association 
1.265 1 .261   
N of Valid Cases 243     
a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 18.78. 
b. Computed only for a 2x2 table 
 
Table O15 
I think I can/should work out my own problems rather than talking to a 
psychologist * Highest Level of Education Crosstabulation 
Count   
 
Highest Level of Education 
Total 
Trade/Cert/Terti
ary 
Primary/Second
ary 
I think I can/should work out 
my own problems rather 
than talking to a psychologist 
No 99 24 123 
Yes 
105 15 120 
Total 204 39 243 
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Table O16 
Chi-Square Tests 
 Value df 
Asymp. Sig. 
(2-sided) 
Exact Sig. (2-
sided) 
Exact Sig. (1-
sided) 
Pearson Chi-Square 2.217
a
 1 .137   
Continuity Correction
b
 1.727 1 .189   
Likelihood Ratio 2.235 1 .135   
Fisher's Exact Test    .163 .094 
Linear-by-Linear 
Association 
2.208 1 .137   
N of Valid Cases 243     
a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 19.26. 
b. Computed only for a 2x2 table 
 
Table O17 
 I prefer to seek help from family or friends rather than a psychologist. * Highest 
Level of Education Crosstabulation 
Count   
 
Highest Level of Education 
Total 
Trade/Cert/Terti
ary 
Primary/Second
ary 
 I prefer to seek help from 
family or friends rather than 
a psychologist. 
No 134 27 161 
1 
70 12 82 
Total 204 39 243 
 
Table O18 
Chi-Square Tests 
 Value df 
Asymp. Sig. 
(2-sided) 
Exact Sig. (2-
sided) 
Exact Sig. (1-
sided) 
Pearson Chi-Square .184
a
 1 .668   
Continuity Correction
b
 .060 1 .807   
Likelihood Ratio .186 1 .666   
Fisher's Exact Test    .716 .409 
Linear-by-Linear 
Association 
.183 1 .669   
N of Valid Cases 243     
a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 13.16. 
b. Computed only for a 2x2 table 
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Table O19 
 I would not be able to afford treatment. * Mean split Age 
Crosstabulation 
Count   
 
Mean split Age 
Total 18-25 >25 
 I would not be able to afford 
treatment. 
No 82 35 117 
1 93 33 126 
Total 175 68 243 
 
Table O20 
Chi-Square Tests 
 Value df 
Asymp. Sig. 
(2-sided) 
Exact Sig. (2-
sided) 
Exact Sig. (1-
sided) 
Pearson Chi-Square .417
a
 1 .518   
Continuity Correction
b
 .253 1 .615   
Likelihood Ratio .417 1 .518   
Fisher's Exact Test    .568 .307 
Linear-by-Linear 
Association 
.416 1 .519   
N of Valid Cases 243     
a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 32.74. 
b. Computed only for a 2x2 table 
 
Table O21 
I think I can/should work out my own problems rather than talking to a 
psychologist * Mean split Age Crosstabulation 
Count   
 
Mean split Age 
Total 18-25 >25 
I think I can/should work out 
my own problems rather 
than talking to a psychologist 
No 83 40 123 
Yes 
92 28 120 
Total 175 68 243 
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Table O22 
Chi-Square Tests 
 Value df 
Asymp. Sig. 
(2-sided) 
Exact Sig. (2-
sided) 
Exact Sig. (1-
sided) 
Pearson Chi-Square 2.544
a
 1 .111   
Continuity Correction
b
 2.108 1 .146   
Likelihood Ratio 2.555 1 .110   
Fisher's Exact Test    .118 .073 
Linear-by-Linear 
Association 
2.533 1 .111   
N of Valid Cases 243     
a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 33.58. 
b. Computed only for a 2x2 table 
 
Table O23 
 I prefer to seek help from family or friends rather than a psychologist. 
* Mean split Age Crosstabulation 
Count   
 
Mean split Age 
Total 18-25 >25 
 I prefer to seek help from 
family or friends rather than 
a psychologist. 
No 104 57 161 
1 
71 11 82 
Total 175 68 243 
 
Table O24 
Chi-Square Tests 
 Value df 
Asymp. Sig. 
(2-sided) 
Exact Sig. (2-
sided) 
Exact Sig. (1-
sided) 
Pearson Chi-Square 13.035
a
 1 .000   
Continuity Correction
b
 11.967 1 .001   
Likelihood Ratio 14.181 1 .000   
Fisher's Exact Test    .000 .000 
Linear-by-Linear 
Association 
12.981 1 .000   
N of Valid Cases 243     
a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 22.95. 
b. Computed only for a 2x2 table 
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Appendix P 
Bootstrapped Standard Multiple Regression Analysis for Hypothesis Two 
Table P1 
Model Summary 
Model R R Square 
Adjusted R 
Square 
Std. Error of the 
Estimate 
1 .715
a
 .512 .491 1.75081 
a. Predictors: (Constant), Number of Barriers, Gender, Highest Level of 
Education, Location, Anxiety Change Expectancy Scale , Age, General 
Self Efficacy Scale , Attitudes Toward Seeking Professional 
Psychological Help Scale , Health Beliefs about Mental Illness 
Instrument , Generalised Anxiety Disorder 7-item 
 
Table P2 
ANOVA
a
 
Model Sum of Squares df Mean Square F Sig. 
1 Regression 739.046 10 73.905 24.110 .000
b
 
Residual 705.028 230 3.065   
Total 1444.073 240    
a. Dependent Variable: Average of HSintention 1, 2, & 3 
b. Predictors: (Constant), Number of Barriers, Gender, Highest Level of Education, Location, 
Anxiety Change Expectancy Scale , Age, General Self Efficacy Scale , Attitudes Toward Seeking 
Professional Psychological Help Scale , Health Beliefs about Mental Illness Instrument , 
Generalised Anxiety Disorder 7-item 
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Table P3 
Coefficientsa 
Model 
Unstandardized 
Coefficients 
Standardize
d 
Coefficients 
t Sig. 
95.0% Confidence Interval 
for B Correlations 
Collinearity 
Statistics 
B 
Std. 
Error Beta 
Lower 
Bound 
Upper 
Bound 
Zero-
order Partial Part Tolerance VIF 
1 (Constant) -.262 1.245  -.210 .833 -2.714 2.190      
Age .003 .011 .012 .245 .807 -.019 .024 .092 .016 .011 .920 1.087 
Gender -.462 .149 -.150 -3.111 .002 -.755 -.170 -.186 -.201 -.143 .917 1.090 
Highest Level of Education .180 .314 .027 .573 .567 -.439 .799 .011 .038 .026 .971 1.030 
Location -.060 .231 -.012 -.260 .795 -.514 .394 .036 -.017 -.012 .957 1.045 
Generalised Anxiety 
Disorder 7-item 
-.018 .031 -.038 -.579 .563 -.078 .043 -.071 -.038 -.027 .506 1.976 
General Self Efficacy Scale .027 .029 .052 .908 .365 -.031 .085 .082 .060 .042 .651 1.537 
Attitudes Toward Seeking 
Professional Psychological 
Help Scale 
.317 .023 .703 13.726 .000 .272 .363 .697 .671 .632 .809 1.236 
Anxiety Change Expectancy 
Scale 
-.005 .006 -.042 -.876 .382 -.016 .006 .097 -.058 -.040 .911 1.098 
Health Beliefs about Mental 
Illness Instrument 
-.013 .028 -.027 -.444 .658 -.068 .043 -.030 -.029 -.020 .557 1.796 
Number of Barriers .036 .049 .040 .732 .465 -.061 .133 -.270 .048 .034 .702 1.425 
a. Dependent Variable: Average of HSintention 1, 2, & 3 
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Table P4 
Bootstrap for Coefficients 
Model B 
Bootstrap
a
 
Bias 
Std. 
Error 
Sig. (2-
tailed) 
BCa 95% Confidence 
Interval 
Lower Upper 
1 (Constant) -.262 -.055 1.281 .832 -2.862 2.134 
Age .003 .000 .011 .815 -.020 .025 
Gender -.462 .006 .163 .004 -.786 -.124 
Highest Level of 
Education 
.180 -.005 .267 .492 -.377 .714 
Location -.060 .005 .232 .792 -.510 .397 
Generalised Anxiety 
Disorder 7-item 
-.018 .002 .032 .579 -.079 .055 
General Self Efficacy 
Scale 
.027 .001 .031 .394 -.038 .088 
Attitudes Toward 
Seeking Professional 
Psychological Help 
Scale 
.317 .001 .021 .001 .277 .362 
Anxiety Change 
Expectancy Scale 
-.005 
1.796E-
6 
.006 .408 -.016 .007 
Health Beliefs about 
Mental Illness 
Instrument 
-.013 -.002 .031 .687 -.072 .041 
Number of Barriers .036 .004 .045 .438 -.061 .132 
a. Unless otherwise noted, bootstrap results are based on 1000 bootstrap samples 
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Appendix Q 
Exploratory Independent Samples t-test 
Table Q1 
Group Statistics 
 Treatment Naivety Statistic Bootstrap
a
 
 
Bias Std. 
Error 
BCa 95% Confidence 
Interval 
 Lower Upper 
Attitudes 
Toward Seeking 
Professional 
Psychological 
Help 
Previous 
experience 
N 112     
Mean 21.22 .01 .54 20.11 22.32 
Std. 
Deviation 
5.677 -.032 .334 5.026 6.232 
Std. Error 
Mean 
.536     
No 
previous 
experience 
N 131     
Mean 18.47 .01 .43 17.64 19.40 
Std. 
Deviation 
4.885 -.044 .322 4.316 5.381 
Std. Error 
Mean 
.427     
a. Unless otherwise noted, bootstrap results are based on 1000 bootstrap samples 
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Table Q2 
Independent Samples Test 
 
Levene's 
Test for 
Equality of 
Variances 
t-test for Equality of Means 
F Sig. t df Sig. 
(2-
tailed) 
Mean 
Difference 
Std. Error 
Difference 
95% 
Confidence 
Interval of the 
Difference 
Lower Upper 
Attitudes 
Toward 
Seeking 
Professional 
Psychological 
Help 
Equal 
variances 
assumed 
4.563 .034 -.670 241 .504 -.299 .447 -1.179 .581 
Equal 
variances 
not 
assumed 
  
-.566 59.24
6 
.574 -.299 .529 -1.358 .759 
 
Table Q3 
Bootstrap for Independent Samples Test 
 Mean 
Difference 
Bootstrap
a
 
Bias Std. 
Error 
Sig. (2-
tailed) 
BCa 95% Confidence 
Interval 
Lower Upper 
Attitudes 
Toward 
Seeking 
Professional 
Psychological 
Help 
Equal variances 
assumed 
2.758 -.004 .672 .001 1.526 4.060 
Equal variances 
not assumed 
2.758 -.004 .672 .001 1.526 4.060 
a. Unless otherwise noted, bootstrap results are based on 1000 bootstrap samples 
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Appendix R 
Exploratory Standard Multiple Regression Analysis 
Table R1 
Model Summary 
Model R R 
Square 
Adjusted 
R Square 
Std. Error 
of the 
Estimate 
Change Statistics 
R Square 
Change 
F 
Change 
df1 df2 Sig. F 
Change 
1 .726
a
 .527 .487 1.74133 .527 13.245 10 119 .000 
a. Predictors: (Constant), Number of Barriers, Anxiety Change Expectancy Scale , Location, Gender, 
Highest Level of Education, Age, Attitudes Toward Seeking Professional Psychological Help Scale , 
Health Beliefs about Mental Illness Instrument , General Self Efficacy Scale , Generalised Anxiety 
Disorder 7-item 
 
Table R2 
ANOVA
a
 
Model Sum of Squares df Mean Square F Sig. 
1 
Regression 401.614 10 40.161 13.245 .000
b
 
Residual 360.836 119 3.032   
Total 762.450 129    
a. Dependent Variable: Average of HSintention 1, 2, & 3 
b. Predictors: (Constant), Number of Barriers, Anxiety Change Expectancy Scale , Location, 
Gender, Highest Level of Education, Age, Attitudes Toward Seeking Professional Psychological 
Help Scale , Health Beliefs about Mental Illness Instrument , General Self Efficacy Scale , 
Generalised Anxiety Disorder 7-item 
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Table R3 
Coefficients
a
 
Model Unstandardized 
Coefficients 
Standardize
d 
Coefficients 
t Sig. 95.0% Confidence Interval 
for B 
Correlations Collinearity 
Statistics 
B Std. 
Error 
Beta Lower 
Bound 
Upper 
Bound 
Zero-
order 
Partial Part Tolerance VIF 
1 
(Constant) -.502 1.717  -.293 .770 -3.902 2.897      
Generalised Anxiety Disorder 
7-item 
-.091 .053 -.140 -1.723 .088 -.196 .014 -.310 -.156 -.109 .603 1.658 
General Self Efficacy Scale .047 .041 .092 1.155 .251 -.034 .129 .284 .105 .073 .628 1.593 
Number of Barriers .089 .068 .096 1.306 .194 -.046 .224 -.224 .119 .082 .742 1.348 
Attitudes Toward Seeking 
Professional Psychological 
Help Scale 
.314 .034 .631 9.252 .000 .247 .381 .674 .647 .583 .856 1.168 
Anxiety Change Expectancy 
Scale 
.002 .007 .019 .269 .788 -.012 .016 .034 .025 .017 .827 1.210 
Health Beliefs about Mental 
Illness Instrument 
-.070 .040 -.131 -1.721 .088 -.150 .010 -.299 -.156 -.109 .681 1.468 
Highest Level of Education .445 .399 .073 1.116 .267 -.345 1.234 .044 .102 .070 .917 1.090 
Location .276 .332 .057 .834 .406 -.380 .933 -.038 .076 .053 .849 1.178 
Age -.007 .016 -.030 -.445 .657 -.038 .024 -.015 -.041 -.028 .878 1.139 
Gender -.300 .188 -.106 -1.599 .113 -.672 .072 -.115 -.145 -.101 .912 1.096 
a. Dependent Variable: Average of HSintention 1, 2, & 3 
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Table R4 
Bootstrap for Coefficients 
Model B Bootstrap
a
 
Bias Std. 
Error 
Sig. (2-
tailed) 
BCa 95% Confidence 
Interval 
Lower Upper 
1 
(Constant) -.502 .082 1.645 .766 -3.921 2.908 
Generalised Anxiety 
Disorder 7-item 
-.091 .004 .057 .120 -.213 .038 
General Self Efficacy 
Scale 
.047 .000 .043 .262 -.035 .136 
Number of Barriers .089 -.006 .071 .184 -.061 .211 
Attitudes Toward 
Seeking Professional 
Psychological Help 
Scale 
.314 -.001 .031 .001 .251 .373 
Anxiety Change 
Expectancy Scale 
.002 .000 .008 .819 -.014 .020 
Health Beliefs about 
Mental Illness 
Instrument 
-.070 -.003 .047 .138 -.162 .014 
Highest Level of 
Education 
.445 -.027 .400 .282 -.367 1.185 
Location .276 .001 .313 .387 -.326 .869 
Age -.007 -.001 .015 .652 -.040 .020 
Gender -.300 .010 .206 .142 -.756 .153 
a. Unless otherwise noted, bootstrap results are based on 1000 bootstrap samples 
 
